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Analysis of argumentations and defences employed in short 
term psychodynamic therapy
Abstract
This thesis maps out the role of and the presentation of mechanisms occurring in an 
interaction, in this instance in a therapy relationship. The concept of psychoanalytic 
defences and other related mechanisms served as the bases for identifying these in the 
therapy process. In other words, defences are studied as an event in a relationship. This 
means that the mechanisms are identified by looking at both the therapists’ contributions 
and the patients’ responses in this context.
The study is based on audio taped psychotherapy sessions. Seven patients were used as 
subjects. All seven were undergoing brief psychotherapy. Three subjects were undergoing 
cognitive analytic therapy (CAT) and four subjects were undergoing brief psychoanalytic 
therapy. All available sessions were transcribed. The transcripts of selected sessions have 
been used for an in- depth analysis. The methodology for the in-depth analysis was 
adapted from methodology developed for decision-making analysis.
The defensive mechanisms and manoeuvres used by the patients have been identified by 
the analysis, as well as the therapist’s various inputs have been described as they occur in 
the process. The nature of the identified mechanisms are described as they take place. 
The effects of the defensive mechanisms have been discussed in terms of the patients’ 
difficulties and in terms of the impact these mechanisms are having on the ongoing 
therapy relationship.
Finally the findings are discussed in the light of their correspondence to the existing 
psychoanalytic literature.
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1. Introduction and Overview
This thesis addresses itself to the complex issues relating to what actually happens in 
psychotherapy. What kind of activity is the therapist and the patient engaged in? Are 
theoretical notions relating, in particular to defence mechanisms useful in explaining what 
is happening between patient and therapist?
It seems, that to put it at its crudest, there has been a continuing development of the 
practice and theory of psychoanalysis in parallel rather than interactively. The norm tends 
to be that the therapist discusses his/her sessions in supervision without necessarily 
referring to the theoretical concepts but more to any possible meaning emerging or failing 
to emerge from the material the patient has presented his/her therapist. At the same time, 
there is no doubt that new theoretical thinking does emerge from clinical observations. 
Theoretical developments, however rarely spring from observations of the therapist/ 
patient couple being observed, by a third party.
Practitioners of psychoanalysis have often avoided attempts at systematic observations. It 
seems the question, ‘do psychoanalytic explanations help us make sense of thinking and 
behaviour as observed by means other than through the therapist’s eyes’, has not been 
addressed. In other words can the patient’s suffering as expressed in the presence of the 
therapist, but observed by a third party using non psychoanalytic methods be useful. Can 
these kinds of observations give validity or not to the psychoanalytic claim that patients’ 
communication in therapy can be understood in terms of psychic pain that has or is 
becoming unbearable and is avoided by employing defence and other similar 
mechanisms? Furthermore does this situation change as a result of therapy, or if not, can 
this be understood, in terms of what goes on in the interaction.
When one asks a psychoanalytic practitioner to define theoretical concepts at the heart of 
psychoanalytic thinking, such as defence mechanisms, one often gets as many answers as 
there are practitioners. Sometimes the divergence is due to adherence to a specific school 
of thought but more often this appears to be a function of lack of clarity in the 
practitioners’ mind.
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Psychoanalysts are often accused of theoretical vagueness and lack of rigour in their 
writing. I believe that this is a direct result of a reluctance to put the various concepts to 
the test. A frequent objection to putting psychoanalytic theorising to the test has been that 
the phenomena we are dealing with cannot be observed directly as they are by definition 
unconscious. This thesis is not an attempt to observe unconscious processes themselves, 
but the derivatives of these unconscious processes as they emerge in the consulting room, 
in the interaction between therapist and patient. It steps into the void, left by the lack of 
systematic observations made in this area. It aims to observe the therapy process as it 
takes place. It is attempting to capture how new meaning is negotiated or not as the case 
may be, by observing the interaction between the patient and the therapist. It is an attempt 
at capturing the kind of thinking which is emerging in this relationship. The type of 
arguments, used by both parties is examined in terms of their internal consistencies or 
lack thereof. And finally the question is asked, does what we observe in the consulting 
room correspond to the mechanisms described in the psychoanalytic literature?
According to Popper (1963), psycho-analysis is a pseudo science. This is, says Popper 
because psycho-analytic claims are unfalsifiable. Falsifiability is Popper’s famous central 
demarcation between science and pseudo science. Chioffi (1998) claims that it is not the 
psychoanalytic theory which should be considered pseudo science but psycho-analytic 
practice. Chioffi claims that although Popper did not make this distinction, Popper would 
have agreed with Chioffi on this point. Chioffi thus presents a challenge to psycho­
analysis to approach its research differently, by using methodology other than free 
association.
Scientific Realism (Kitcher 1993, Niiniluoto 1999) on the other hand point out that 
scientific theories when taken literally often seem to refer to and describe unobservable 
entities such as electrons protons etc. Should we believe that such things really exist or 
are they merely useful fiction? Scientific realists think that we should believe in the 
existence of unobservable entities postulated by our best scientific theories and that those 
theories are approximately true. When considering Psycho- analytic theories we are also 
dealing with unobservable entities such as defence mechanisms.
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In fact it has been be argued that psycho-analysis like other human sciences, such as 
sociology and history has been located on the border between science and the humanities. 
It has sought the conceptual and theoretical clarity and the systematic accumulation of 
observational data, of the ‘scientific’. But it has also followed the humanities in accepting 
that its understandings depend on an observer’s perspective ( Rustin 2001)
The private dyadic relationship has until recently been a real obstacle to attempts to 
explore psychoanalytic claims in ways using methods other than the psycho-analytic ones. 
It was not until in 1985 that the International Psycho-Analytic Association became 
formally involved in psycho-analytic research by including two afternoons in the week of 
scientific programmes at the Biennial IPA Congresses. There after the atmosphere has 
started to change and professionals within the psycho-analytic arena are increasingly 
recognising the need to put psychoanalytic claims to the test.
Traditionally the only form o f ‘psycho-analytic research’ was the ‘case study’, which 
dates back to Sigmund Freud. Infant observation is perhaps the first serious attempt to 
make ‘non-analytic’ observations, which have explored psychoanalytic claims about 
infancy and early childhood. Infant observation involves an observer spending usually one 
hour per week at home observing the infant over time. Infant observation is now an 
accepted part of psycho-analytic training. Briggs (1987) has, in this context, described the 
role and effect of the observer in a way, which parallels the understanding of the centrality 
of the transference, and counter-transference in psycho-analytic practice.
Bowlby’s work on attachment (1969) has inspired new research in attachment behaviour, 
both in children and adults. Ainsworth (1991) developed the ‘Stranger Situation test’ in 
the 1970-ties in order to study infant’s responses to separation and reunification with their 
mothers. Main (1985) followed in this tradition by developing an additional research 
instrument, the Adult Attachment Interview. This interview involves inviting subjects to 
tell their life story, which is then analysed in terms of how the narrative is given. Also 
Jungian Analytical psychology has given rise to the Myers Briggs (1962) personality test. 
Based on Jung’s Typology.
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The debate continues within the psycho-analytic community about what kind of 
observations and research is acceptable. A. Green (2000) and a few others still argue that 
free association and free floating attention are the hallmark of the prescribed method of 
psychoanalytic data gathering and that only facts gathered by these means are admissible 
to the psycho-analytic knowledge base. P. Fonagy (2000) on the other hand powerfully 
argues that this approach should be resisted. He states:
The argument that psycho-analytic observations concerning human behaviour are in some sense 
incommensurate with any other form o f observation is nonsense. The mind remains the mind whether 
it is on the couch or in the laboratory. To maintain otherwise is logically untenable, and risks denying 
psycho-analysis fields o f observation that have historically proved to be of enormous value. It is 
inaccurate to state that Freud’s own observations were restricted to his consulting room. He was 
acutely aware o f other domains o f study- history, literature, anthropology as well as neuroscience- and 
drew on these at many points o f contact.
This Thesis is firmly based in the new tradition advocated by Fonagy above.
This thesis is also based in the approach to qualitative research, developed at the LSE by 
Bauer and Gaskell (2000). These authors argue that qualitative research always precedes 
good quantitative research in social sciences. They have developed guidelines for ‘good 
practice’ in qualitative research. This thesis has been designed to satisfy the relevant 
criteria outlined here. Bauer and Gaskell argue that qualitative research must fulfil criteria 
for confidence and relevance. This is ensured by the research design incorporating the 
following five indicators:
a. Triangulation (confidence marker), which means that the problem is approached from 
two or more perspectives. In this thesis the mechanisms in question are approached form 
the patient’s perspective, the therapist’s perspective and from and outside independent 
perspective. The relevant analysis can be seen in the results chapters 4-10.
b. Transparency and procedural clarity (confidence marker), which means that the data 
gathering and data analysis is clearly and transparently presented. Every effort has been 
made for this to be the case in this thesis. The data gathering will be described later in this 
chapter and in chapter 3 and the data analysis will be described in chapters 4-10
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c. Corpus construction (confidence and relevance marker), which means that enough 
examples of what is being studied is included. Sample size does not matter in it self as 
long as the gathered material can be seen as showing some examples of each relevant 
category. In this research while only seven subjects were studied in depth, the material of 
many sessions of psychotherapy with each of the subjects, provides many of examples of 
each psycho-analytic mechanism.
d. Thick description (confidence and relevance marker), which refers to the quality of 
reporting. It is recommended that extensive verbatim reporting of sources should be 
included. In this thesis the results chapters 4-10 include verbatim reporting of the raw data 
on which the analysis is based.
e. Surprise as a contribution to theory and/or common sense (relevance marker), which 
means that there should be space for surprising and revealing insights and/ or evidence of 
a change of mind that may have occurred during the research process. In this thesis, the 
nature of how some of the mechanisms emerged such as the many different ways in which 
‘denial’ emerged in the analysis was a surprise. This is described in chapter 11. The 
behaviour of the therapists was also a surprise and necessitated some initially unplanned 
thinking about the meaning of this. This thinking can be found in chapter 12.
Data from seven patents/subjects entering psychotherapy was analysed in this study. 
These patients were followed from the time when they were first referred, all the way to 
follow-up interviews. The setting, within which the research was carried out, was two 
National Health outpatient clinics. Both these clinics offered brief psychotherapy lasting 
between 12 to 16 weeks. The treatment frequency was in all cases once a week. The 
reasons for choosing short term psychotherapy was twofold; firstly short term 
psychotherapy provides the opportunity to study the ‘whole’ therapy process from the 
beginning to the end in a manageable space of time. Secondly research has shown that 
brief psychotherapy is comparable with long-term psychotherapy in so far as lasting 
improvement can be obtained in patients with moderately severe and long lasting 
illnesses. Furthermore that these results can be obtained with a technique which, apart 
from being active and focal, closely resembles that of psychoanalysis and deals fearlessly 
with most of the same issues. (Malan 1963).
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Three of the subjects were receiving cognitive analytic therapy (fifteen or sixteen 
sessions) at St. Thomas’s Hospital in London and four were undergoing standard brief 
psycho-analytic psychotherapy at the Cassell Hospital in Richmond.
Cognitive analytic therapy (CAT) is in practice comparable to standard brief 
psychoanalytic psychotherapy in so far as the activity in the consulting room is primarily 
informed by Object Relations theory, which is a type of psycho-analytic theory. It differs 
from standard brief psychotherapy in so far as it employs additional tools outside the 
consulting room designed to promote conscious self-observation (Ryle & Beard 1993). 
These tools include such things as mood diaries, diagrams and written reformulations.
It was felt that the similarities of these two approaches were such that the subjects could 
meaningfully be studied using the same methodology. Furthermore it was felt that 
although there were differences in therapist styles these were seen to be more due to 
differences in personal styles rather than due to the different approaches. Five different 
therapists treated the seven patients. Two of the therapists were following a CAT model 
and three were following a standard brief psycho-analytic psychotherapy model. Three of 
the subjects/patients were women all in their late twenties to middle thirties, and four 
were men in the age range of early thirties to mid fifties.
All therapy sessions were audio taped with the subjects’ consent. Most of these sessions 
were then transcribed. Some sessions were lost either because the patients did not attend 
their session or the quality of the recording was too poor to be transcribed. In addition, 
where possible the subjects were interviewed before and after their therapy and in many 
cases additional material in the form of notes or referral letters was available. Written 
reformulations and mood diaries and other similar material were available for the CAT 
subjects (See appendix 2).
The main emphasis in analysing the material was to observe process rather than content. 
The main methodology developed for this research, has been based on an adaptation of 
methodology that was originally developed for decision-making analysis (Hogberg 1984),
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(Toulmin et. al. 1979). The adaptation of this methodology for the use in this thesis will 
be described in detail in chapter 3. In addition the subjects’ changing preoccupations have 
been charted throughout the therapy period to see if the patients are able to explore more 
widely or whether their preoccupations remain basically the same. Where there is change, 
the question will be asked whether this can be understood in terms of what has been 
observed to be happening between patient and therapist, or does this change maybe bear 
no relation at all to what has been observed in the consulting room?
Detailed analysis was carried out for each patient, of selected sessions, and the results of 
the analysis is described in chapters 4-10. The analysed sessions were usually chosen 
from the beginning of the therapy from the middle and from the end. On occasion it was 
felt that choosing sessions in this way did not adequately capture the flavour of the 
particular subject, thus the sessions best representing the subjects functioning were 
selected.
Each vignette, which was analysed in detail, is then discussed in the light of what psycho­
analytic mechanism(s) might be at play. The therapists’ interventions were similarly 
analysed in terms of, how did the therapists tackle what they were presented with by the 
patients. Finally by analysing vignette by vignette the negotiation between each 
therapist/patient pair was charted. In addition a senior Kleinian psychoanalyst has 
independently assessed one session per subject. The transcripts of the sessions were given 
to him for comments, about what he felt was going on for the subject and in the 
interaction between the patient and therapist. The same sessions were also analysed in 
detail using the modified argumatics methodology.
Finally, conclusions were drawn as to how well a psycho-analytic explanation describes 
what is happening in each therapeutic discourse, in chapter 11. Comments are made on 
the nature of each mechanism observed, each subject’s defensive style, any change 
observed, or if not why not. Differences in therapist styles are discussed and how these 
impact on the therapy interaction, in chapter 12. In chapter 13 conclusions are drawn with
16
regard to the nature of the observed mechanisms and their role in the therapeutic 
discourse for each patient. Finally implications for both the theory and practice of 
psychotherapy are discussed.
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2. Theoretical background
This chapter will describe the relevant theoretical underpinnings of the psycho­
analytic mechanisms, which will be examined in this thesis and also the theoretical 
background to the methodology which has been adapted and used in the analysis of the 
data.
2.1. Historical developments of the concept of defence mechanisms
This section is an overview of the theoretical background to the mechanisms and 
defences and to the relevant processes in therapy, which are of interest here.
The argument put forward in this thesis is that the mechanisms described and used in 
psycho-analytic work are poorly defined both theoretically and clinically. This thesis is 
an attempt to describe selected defences and related mechanisms as they occur in the 
discourse of psychotherapy, and to discuss their role in, and effect on, the occurring 
process.
In traditional psycho-analytic thinking the idea o f ‘defence mechanisms’ is inseparably 
linked to the notion of the existence of the Unconscious. Thus the concepts have been 
part of the development of psycho-analysis from its outset. It has been argued that 
Freud’s most original contribution to human psychology was his postulation that 
unconscious defence mechanisms protect the individual from psychic pain. Even 
today there is broad agreement on this point, indeed it can be stated that no mental 
state evaluation or clinical formulation can be considered complete without an attempt 
to identify the patient’s dominant defence mechanisms. In the current ‘Diagnostic and 
Statistical Manual of Mental Disorders’ popularly known as DSM-IV, the clinician is 
urged to identify defences and coping styles of the patient. The DSM-IV is one of the 
current internationally used diagnostic manuals for psychiatrists. It makes no mention 
of Freud but it describes defence mechanisms as follows: ‘Defence mechanisms (or 
coping styles) are automatic psychological processes that protect the individual against 
anxiety and from awareness of internal and external dangers and stressors. Individuals 
are often unaware of these processes as they operate. ’
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However, as the ideas and concepts have evolved the definitions have changed, 
sometimes drastically sometimes more subtly. As the concepts have been used and 
developed piecemeal by many theoreticians and clinicians over many years, the 
resulting picture has become increasingly confusing. The historical development of the 
concept of defence mechanism will be sketched in the following section, within the 
context of the general development of psycho-analysis.
Sigmund Freud did not invent the ‘talking cure’. The idea of a talking cure through 
catharsis of feelings is at least as old as the catholic confessional. Current ideas of 
‘getting it off your chest’ testify to the widespread belief in its value. Aristotle’s 
concept of catharsis was much talked of in Vienna in the 1880s and may have 
influenced Freud.
There is nothing revolutionary in the idea that we are often in conflict with our 
feelings, wishes, and memories. Writers through the ages from Shakespeare to 
Rousseau have described conflicting feelings, which may be defended against. Writing 
in the 1880s Nietszche anticipated Freud by arguing: ‘ I did that’, says my memory. ‘I 
could not have done that’, says my pride, and remains inexorable. Eventually the 
memory yields (Whyte 1962).
Sigmund Freud’s achievement, combining the gift of a great writer and scientist, was 
to address these ideas in a medical context, in such a way that they have since been 
given continuing and increasing attention.
2.2. The development of the concept of defence mechanisms
Many major theorists and clinicians have contributed to the development of the 
concept of the defence mechanisms. Many of these will be outlined in the following 
section:
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Sigmund Freud
A discussion about defence mechanisms can already be found in Breuer’s and Freud’s 
‘Preliminary Communication’ (1893): ‘On the Psychical Mechanism of Hysterical 
Phenomena’. Of note here is Freud’s use of the idea of psychical mechanisms. Freud 
was at this time engaged in defining the principals of hysterical phenomena, the 
concept of defence was seen as the defining principle of hysteria.
According to Valiant (1992), Freud had by 1915 described, be it only in passing almost 
all the mechanisms of defence that Anna Freud was to catalogue more than 20 years 
later. It is not clear exactly when Freud identified each defence by name, but the 
following defences were identified by process at this time, denial, distortion, 
projection, splitting, hypocondriasis, turning against the self, fantasy, dissociation, 
repression, isolation, undoing, displacement, reaction formation, sublimation, 
altruism, suppression, humour and also the significance of ego maturity in identifying 
defensive processes on a continuum.
Freud identified five important properties of the mechanisms of defence, namely:
1. Defences are a major means of managing instinct and affect
2. They are unconscious
3. They are discrete (from one another)
4. Although often the hallmarks of major psychiatric syndromes, defences are dynamic 
and reversible.
5. They can be adaptive as well as pathological.
Anna Freud
Anna Freud recognised the need to create clear definitions of the distinct mechanisms 
of defence in relation to ego development. This was a move towards creating what 
Valiant (1992) terms a ‘consensually validated hierarchy’. Anna Freud suggested that
Defences have their own chronology... they are more apt to have pathological results if they 
come into use before the appropriate age and are kept up too long after it. Examples are denial 
and projection, which are ‘normal’ in early childhood and lead to pathology in later years; and
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repression and reaction formation, which cripple the child’s personality if used too early. (A. 
Freud 1965).
Anna Freud described and charted the different mechanisms of defence in some detail 
in her classic expose The Ego and the Mechanisms o f Defence (1936). In chapter 4, of 
her work, Anna Freud reviews Sigmund Freud’s work on defences and reminds the 
reader that in his view there may be a connection between types of illness and specific 
defences. She lists ten defences, regression, repression, reaction formation, isolation, 
undoing, projection, introjection, turning against the self, reversal and sublimation. 
She then develops a developmental chronology for each of them.
Walder
Walder (1930), (1976) revealed how defences could serve multiple functions, 
including securing some gratification of the forbidden impulse while at the same time 
defending against it. According to Walder certain defensive character traits, such as 
paranoid projection, may include wish-fulfilling fantasies simultaneously with 
resultant symptoms.
Kernberg
The nature of the relationship between defence and object representation, has been 
elaborated by Kernberg (1967,1975, 1983). He suggests that defences can be divided 
into three overall levels of organisation: psychotic, borderline and neurotic, each of 
which is associated with certain predominant defences. At each level of organisation, 
defences serve at least in part to protect the individual from anxiety -producing 
internalised self and object images. Kernberg is perhaps best known for his description 
of borderline personality organisation, in which splitting mechanisms predominate 
over repression, the later being characteristic of neurotic personality organisation. 
According to Kernberg splitting and related defences keep aggressive and libidinal 
object images apart and thereby they minimise anxiety, but at the price of preventing 
the individual from synthesising emotional meaning into more realistic representations 
or schemas of self and others.
21
Recent views, Brenner and Cooper
More recently published views on defences, particularly those of Brenner and Cooper 
have emerged primarily from the United States of America.
Brenner’s (1975,1979, 1982) theory of defence-mechanisms, explicitly delineates a 
functional rather than a motivational or a content approach, to the study of defence 
mechanisms. Brenner argues that defence is an aspect of mental functioning ‘ 
definable only in terms of consequence: the reduction of anxiety and/or of depressive 
affect associated with a drive derivative or with superego functions’. Within this view 
there are no named, distinct defence mechanisms. Any action on the part of the ego 
can acquire a defensive function. Brenner does not place the ego’s defensive functions 
within an object-relations context. He perceives these mechanisms as excising strictly 
within an intrapsychic context, although it would include defensive manoeuvres 
directed against pain arising in a relational context.
Cooper (1989) argues that as the focus of interest has been on defining the concept of 
mental mechanisms and specifically defence mechanisms, the value of a content 
approach to defence has been neglected. He argues that as the scope of psycho­
analysis is widening, it would be increasingly beneficial to a conceptualise defences as 
having at their core instinctual underpinnings. At the same time he is attempting, 
through detailed clinical observations, to understand and integrate the roles of the 
external world and experiential aspects of defence. ‘Recent notions of the defence 
mechanism concept, point less to deficiencies in the current body of theory of defence 
than to the continued need to reconcile and integrate theory with empirical and clinical 
observations’, Cooper argues.
The psychoanalytic community has shown great reluctance to heed Cooper’s advice. 
This issue touches on the painful debate of whether psychoanalytic concepts can be 
seen to have some scientific basis. Although Sigmund Freud himself was very keen to 
explore the scientific basis for psychoanalytic thinking, modem practitioners have 
tended to avoid the issue.
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Following Brenner’s logic there would be no particular value in describing the specific 
mental mechanisms in themselves. This thesis however, addresses what I believe is an 
increasing need for clearer definitions and also the need to identify and describe 
defences in the context of treatment.
2.3. Object Relations Theory: Klein
The thinking about defence mechanisms within psychoanalytic theory and practice 
took a new turn with the recognition of the importance of Object Relations. Melanie 
Klein (1946) added to the classic view that defences counter drives, by emphasising 
the place of defences in relation to object representations. Defences came to be 
understood in the context of the individual’s development through the work of 
Melanie Klein.
Klein described what she considered to be primitive defences and their development 
both in their pathological and their healthy forms. Since this thesis will include, and 
focus, on some of the defences as identified and described by Melanie Klein and her 
followers, a more detailed expose of her thinking is provided in the following:
Melanie Klein came to view the mind as primarily an ‘internal world’ consisting of 
‘internal objects’, some of which are more or less stably clustered around the Self, and 
are identified with and related to who we think we are.
Klein saw the earliest primitive defences as being directed against the ‘death instinct’. 
These defences are universal, in so far as they are employed by every infant in order to 
cope with early anxieties, while the ego is still too immature to process these. The 
defences are broadly specific to 'developmental phases', or positions, as Klein prefers 
to call them. The positions continue throughout life in some form, a position is never 
fully negotiated; traces of the positions remain, and re-emerge and have to be 
renegotiated.
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For Klein the infant is bom with instinct, which demand expression, but unlike Freud 
the instinct is, from the beginning considered to be attached to an object or to the idea 
of an object. There is no phase 'prior to the object' for Klein.
In order to make the nature and development of defences clear, it is necessary to 
examine them as they occur in both normal and pathological development. According 
to Melanie Klein, the child is bom with enough ego to experience anxiety, use defence 
mechanisms and form primitive object relationships in phantasy and in reality. 
However, to begin with, the early ego is largely unorganised, but with a tendency 
towards integration. The immature ego of the infant is exposed from birth to the 
anxiety stirred up by the inborn polarity of instincts, the life and the ‘death instinct’. It 
is also exposed to the impact of external reality, both in its anxiety producing forms 
and also to the love and nurturing it receives from its mother. When faced with the 
anxiety produced by the ‘death instinct’, the ego deflects it. This deflection of the 
‘death instinct’ consists partly of projection, partly of conversion of the ‘death instinct’ 
into aggression. The ego splits itself and projects that part of it self which contains the 
‘death instinct’ outwards into the original external object - the breast. Thus the breast, 
which is considered to contain a great part of the infant's ‘death instinct’, is felt to be 
bad and threatening to the ego, thus giving rise to feelings of persecution. Part of the 
‘death instinct’ remains in the self and is converted into aggression and then directed 
against the persecutor.
At the same time a relationship is established with the ideal object. As the ‘death 
instinct’ is projected outwards, to ward off anxiety aroused by containing it, so the 
libido is also projected, in order to create an object, which will satisfy the ego's 
instinctive striving for life. As with the ‘death instinct’, so with the libido the ego 
projects part of it outwards, while the remainder is used to establish a libidinal 
relationship with the ideal object, also the breast. Thus the ego has, quite early a 
relationship to two objects; the primary object, the breast being at this stage split into 
two parts, the ideal breast and the persecutory breast.
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This state of affairs means that the ‘so called’ paranoid- schizoid position has been 
established. In the schizoid position the leading anxiety is paranoid, and the state of 
the ego and its object is characterised by splitting. The ego evolves a series of 
mechanisms of defence against the overwhelming anxieties inherent in this position. 
There is a defensive use of introjection and projection. The permanent feature is that, 
in situations of anxiety, the split is widened and projection and introjection are used in 
order to keep persecutory and ideal objects as far apart as possible, while keeping both 
of them under control.
From the original projection of the ‘death instinct’ another mechanism of defence 
evolves, namely projective identification. In projective identification parts of the self 
and internal objects are split off and projected into the external object, which then 
become possessed by and controlled and identified with the projected parts.
Projective identification has manifold aims: it may be directed towards the ideal object 
to avoid separation from it, or it may be directed towards the bad object to gain control 
of the source of danger. Various parts of the self may be projected with various aims: 
bad parts may be projected in order to get rid of them, good parts may be projected in 
order to keep them safe from attack from within etc.
It is the splitting which allows the ego to emerge out of the chaos and to order its 
experiences. This ordering of experience into good and bad organizes the child's 
universe of sensory and emotional impressions and is the precondition for later 
integration. Splitting is also the bases for what later becomes repression. If early 
splitting has been excessive and rigid, later repression is likely to be of an excessive 
and neurotic rigidity. Splitting itself, provided it is not excessive and does not lead to 
rigidity, is considered to be an extremely important mechanism of defence during this 
period, and in fact it continues in modified form to function throughout life.
Within Kleinian Object-Relations theory it is clear that the mechanisms of defence 
employed in the paranoid-schizoid position protect the immature ego from 
overwhelming anxiety until such time as the ego is mature enough to confront the
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anxieties. Thus the defence mechanisms serve both a function of protecting the ego 
and as gradual steps in development.
The movement out of the paranoid-schizoid position can begin to take place where 
good nurturing experience predominates over bad. The ego can acquire a belief in the 
prevalence of the ideal object over the bad, and also the predominance of the ‘life 
instinct’ over the ‘death instinct’. The ego repeatedly identifies with the good object 
and thus acquires greater strength and greater capacity to cope with anxiety. The fear 
of the persecutory object lessens and the split between the persecutory and ideal object 
lessens as well. The splitting of the ego also lessens when the ego feels stronger. As 
the ego feels more closely related to the good object and less afraid of its own 
aggression, the good and the bad parts of the ego are allowed to come closer together. 
The ego is preparing to integrate its objects, integrate itself, and through lessening of 
projective mechanisms, there is growing differentiation between what is self and what 
is object. Another way of putting it is that, if good experiences predominate in the 
mother and baby relationship the baby is able to discover that the mother whom he/she 
hates (the bad breast), during moments of frustration is in fact the same mother whom 
he/she loves and depends on (the good breast). This development may however not 
take place if bad experiences predominate over good ones, as this forces the infant to 
continue to rely on splitting mechanisms.
Under favourable circumstances, the infant’s ego becomes much stronger, the ideal 
object can be felt to be stronger than the bad object. The infant will accordingly feel 
less frightened of his own bad impulses and will therefore be less driven to project 
them outside. When the projection of bad impulses decreases, the power attributed to 
the bad object decreases too, thus the ego will become stronger as it is less 
impoverished by projection. The infant's tolerance of the ‘death instinct’ within 
himself increases and the paranoid fears lessen; splitting and projection decrease and 
the drive towards integration of the ego and the object take the upper hand. This is the 
beginning of the depressive position.
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The depressive position has been defined by Melanie Klein as the phase of 
development during which the infant recognises a whole object and relates himself to 
this object. At first the infant perceives its objects as part-objects, that is the object is 
seen in terms of its functions, i.e. the feeding good breast or the persecutory bad 
breast. This changes to a situation, which means that the mother is seen as the source 
of both bad and good experiences, she can be present or absent, at times good at other 
times bad etc. The important achievement is that she can be seen as a whole person. 
Recognising the mother as a whole person means also recognising her as an individual 
who leads a life of her own and has relationships with other people. The infant 
discovers his/her helplessness, and utter dependence on the mother, and also his/her 
jealousy of other people.
Together with this altered perception of the object (usually the mother), there is a 
fundamental change in the ego because, as the mother becomes a whole object, so the 
infant's ego becomes a whole ego and is less and less split into its good and bad 
components. The lessening of projective processes and the greater integration of the 
ego means that the perception of objects is less distorted so that the bad and ideal 
objects are brought closer together. When the mother is seen as a whole object, the 
infant is better able to remember her, that is to remember former gratification at times 
when she is felt to be depriving, and former deprivation when she is felt to be 
gratifying. As these processes of integration proceed the infant realises more and more 
clearly that it is the same person whom he/she both loves and hates that is, his/her 
mother. He/she is then faced with conflicts arising from his/her ambivalence. This 
change in the state of the ego and the object integration brings with it a shift in the 
focus of the infant's anxieties. In the paranoid-schizoid position the main anxiety is 
that, the ego will be destroyed by the bad object or objects. In the depressive position 
the anxiety arises from ambivalence, the child's main anxiety is that his or her own 
destructive impulses have destroyed or will destroy, the object that he/she loves and 
totally depends on.
The more integrated child who can remember and retain the love for the good object 
even while hating it, will be exposed to new feelings, unknown in the paranoid-
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schizoid position: that is mourning and pining for the good object felt to have been 
destroyed by the infant, coupled with guilt. These feelings are thus signs of 
developmental achievements, underpinning healthy relationships in particular and 
mental health in general. Believing that the child's own attacks have been responsible 
for the destruction of the object, he/she also believes that his/her own love can undo 
the effects of the earlier aggression. Failure to repair leads to despair, success to 
renewed hope. The gradual resolution of depressive anxieties and the gradual 
regaining of good objects both externally and internally can be achieved by the 
reparation made by the child, in reality and in omnipotent phantasy, to his/her external 
and internal objects.
The depressive position marks a crucial step in the infant’s development and its 
working through is accompanied by a radical alteration in the infants view of reality. 
When the ego is more integrated, and when projective mechanisms are less relied 
upon, the infant begins to perceive his/her dependence on external objects and with the 
accompanying ambivalence, he/she discovers his/her psychic reality. The infant 
becomes aware of his/her objects as separate from him/herself and begins to 
distinguish between fantasy and external reality. Confrontation with reality also 
ultimately lessens belief in omnipotence, be it of destructive or reparatory impulses. 
The new capacity to feel concern for his/her objects helps the child to gradually learn 
to control his/her impulses.
In addition Melanie Klein understood this stage to constitute the beginning of symbol 
formation. In order to spare the object, the infant partly inhibits his/her instincts and 
partly displaces them onto substitutes -  this is the beginning of symbol formation. In 
stark contrast to the concrete thinking so typical of the paranoid-schizoid thinking.
Defences are still part of the picture also in the depressive position, however they are 
less needed, and are of a more transient nature. The primitive defences of projection, 
projective identification, omnipotent denial and other omnipotent thinking and 
splitting in general are gradually replaced by more evolved defences, such as 
repression. The nature of these later defences is laid out in the working through of
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both the paranoid-schizoid position and the depressive position. Basically the more 
these positions have been worked through the less rigid will be the resulting defences, 
resulting in less distortion of reality.
2.4. What is defended against
It appears that elaboration of what exactly is defended against within the Kleinian 
theory of Object-Relations, has been very helpful in furthering the development of 
professional psychoanalytic theoiy, but has at the same time created confusion and a 
lack of clarity.
Early in psychoanalytic development, what was felt to give rise to defence was 
anxiety. This anxiety may be due to superego demands, instinctual pressures, or threats 
from the external world, (Anna Freud 1936). Kemberg and in particular Melanie Klein 
added the dimension of internal objects as a major source of anxiety. Klein has 
described in some detail the psychic defensive mechanisms utilised to minimise the 
ensuing pain of the battle between the opposing instinctual forces as represented by 
internal objects and unconscious fantasy. For Klein the internal objects represent an 
amalgamation of instinctual demands and a reflection of past and present external 
relationships.
The external relationship as the motivating force of the defensive action can be found 
in Winnicott’s (1965) conceptualisation of the false self. This can also be found in 
Modell’s formulations of denial and self sufficiency, perceived as arising out of a need 
to defend against unsatisfactory object ties. (Modell 1975, 1984).
2.5. Mechanisms of Defence
The background to the various mechanisms of defence will be discussed in the 
following section in detail.
Denial
Brenner (1981) argues that to defend against a drive derivative or a super-ego 
manifestation is to deny or negate it in some way. Denial in the colloquial sense is 
intrinsic to all defence. However, he allows for a more specific meaning of defence in
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a technical sense. In a strictly psychoanalytical sense he agrees with Anna Freud that 
denial refers to the defensive distortion of one’s perception of some aspect of one’s 
environment- of what is referred to as external reality.
Denial is a very early psychoanalytic idea, originally termed ‘scotomatization’ by 
Sigmund Freud. This means that a piece of perception is obliterated. Denial in this 
sense is associated with the idea of negation. Freud discusses this in 1925, in his paper 
titled ‘Negation’. Freud felt that negation often marks the bringing to consciousness of 
repressed material; ‘There is no stronger evidence that we have been successful in our 
efforts to uncover the unconscious than when the patient reacts to it with the words ; I 
didn’t think that, or I didn’t ever think of that’.
In the Kleinian tradition, denial is seen as occurring both in the paranoid-schizoid and 
in the depressive position. Omnipotent denial, accompanied with splitting is perceived 
as one of the primitive mechanisms. Denial is also specifically involved in the manic 
defences, in particular the denial of the reality of some part of the mind, or of psychic 
reality as a whole. As described in the section on Klein in this chapter, denying the 
importance of the object on which the subject actually depends is significant. Denial is 
also involved in idealisation when the bad aspects of the object are disposed of. 
Rosenfelt (1983) puts it as follows; ‘it is omnipotent denial which can completely 
deny the existence of bad objects and all the painful affects related to them 
particularly the feelings of persecution’.
Klein (1946) described the mechanism of denial as connected to the fantasy of 
annihilation, and an actual loss of the ego or object. In this sense it differs from 
repression, which involves a removal from consciousness only of the reality of some 
external event, or memory of it. However, there is a tendency for Kleinians to use the 
term ‘denial’ in contexts where classical Freudians would refer to ‘repression’. In 
practise there is little clarity on the distinction between these terms. The distinctions, 
which have been attempted, are generally made on the degree of violence and 
omnipotence involved in the defensive process. Denial is thus conceptualised as an
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omnipotent obliteration without reference to actual reality; whereas with repression 
external reality is respected although distorted.
Denial is one of the commonest concepts in psychoanalytic thinking, nevertheless 
there seems to be considerable confusion about what the concept means and in 
particular what is being denied and why.
Projection
Laplance & Pontalis (1973) describe projection as follows;
‘In the properly psychoanalytic sense: operation whereby qualities feelings and wishes, which 
the subject refuses to recognise or rejects in himself, are expelled from the self and are located in 
another person or thing. Projection so understood is a defence o f a very primitive origin which 
may be seen at work especially in paranoia, but also in ‘normal’ mode o f thought such as 
superstition’.
Projection has a long history in psychoanalytic thinking. Freud first mentioned the idea 
of projection in 1895. Klein’s important contribution to understanding and expanding 
the meaning of projection dates back to 1946.
Projection has been viewed as: projection and expulsion, externalising conflicts, 
projection and identity, projection of parts of the self In 1895 Sigmund Freud noted 
the link between projection and paranoia, the latter being an attempt to expel 
something felt to be threatening. Freud continued to use this concept, but there were 
important inconsistencies. He often described projection as the distortion of a normal 
process by means of which we seek the cause of our effects in the outside world: such 
would appear to be his conception of projection as observable in phobias. By contrast 
in the analysis of the mechanism of paranoia in the Schreber case (Freud 1911), the 
appeal to causality appears as an a posteriori rationalisation of projection:...’the 
proposition ;I hate him, becomes; He hates me, which will justify me in hating him’. 
In this instance it is the affect or the instinct itself, which is being projected.
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Anna Freud (1936) puts it more simply, ‘Children employ projection as a means of 
repudiating their own wishes and activities when these become dangerous and of 
laying of responsibility for them at the door of some external agent; a strange child, an 
inanimate object, an animal etc. In the same way prohibited wishes are handled in this 
manner, these are handed over to other people. If, however, the projection was 
prompted by a sense of guilt, instead of criticising itself the child accuses others’.
In Sigmund Freud’s ‘Instincts and their Vicissitudes’ (1915) and in ‘Negation’ (1925), 
what is considered to be projected is whatever is ‘hated’ or ‘bad’. This is close to 
Melanie Klein’s uses of the concept; for her what is projected is ‘the phantasied bad 
object’.
Melanie Klein's usage o f  Projection:
Projection o f the internal object
The hungry crying infant experiences the absent mother/breast as an active presence of 
a hostile bad object causing the hunger pains. Through screaming and crying the 
object comes to be experienced as expelled.
Projection o f the ‘death instinct'
Klein’s view of the ‘death instinct’, as projected outwards, means that there is a 
primary inwardly directed aggression, which turns outward against some external 
agency.
Projective identification
Finally Klein described projective identification, which means getting rid of unwanted 
parts of the self by attributing them to somebody else, and somehow inducing in the 
recipient this unwanted quality.
It is important to note that these mechanisms can be pathological or used in normal 
functioning as well, in spite of their primitive roots. For instance empathy is a
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‘normal’ use of projective identification, with the difference that the subject does not 
lose touch with the fact that what is being temporarily projected is actually belonging 
to the subject. Bion (1959) described this difference by pointing out the omnipotent 
nature of pathological projective identification. ‘The subject loses the sense of what is 
real as the unwanted part is violently projected’. In fact, in present day therapeutic 
practice it seems that frequently projection is considered as a form of projective 
identification, involving the recipient in some way.
The above shows some of the rather confusing picture of this concept, which can be 
found in the literature.
Concrete thinking
Concrete thinking is not usually listed under the heading of defence. However the data 
of this research suggests that it has a clear defensive role.
Later Kleinian thinkers have drawn attention to the significance of the nature of 
thinking as a function of the state of the patient’s internal world. Concrete thinking 
refers to a quality of thinking, which has been observed in connection with paranoid- 
schizoid functioning. It has been described within psychoanalytic theorising recently, 
notably by Steiner in 1987, although it has a long history within other branches of 
psychiatric theory (Goldstein and Sheere 1941).
Within psychoanalytic theory concrete thinking constitute both a denial and a 
destruction of meaning in a characteristic way. Examples of this kind of thinking are 
evident in the material presented in the case of John and George (see Chapters 4 and
5).
Concrete thinking creates splitting, a large part of ‘the equation’ is not considered and 
remain eclipsed behind the concreteness of the interaction. It also introduces a 
controlling quality to the interaction
In the literature concrete thinking is now considered important in understanding 
aspects of the paranoid-schizoid position. (Steiner 1987) puts it as follows:
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‘In the paranoid schizoid position anxieties of a primitive nature threaten the immature ego and 
lead to the mobilisation o f primitive defences. Splitting, idealisation, and projective identification 
operate to create rudimentary structures made up o f idealised good objects kept far apart from 
persecuting bad ones. The individual’s own impulses are similarly split and he directs all his love 
towards the good object and all his hatred against the bad one. As a consequence o f the 
projection, the leading anxiety is paranoid, and the preoccupation is with the survival o f the self. 
Thinking is concrete because o f confusion between self and object which is one o f  the 
consequences o f projective identification.’
Destruction o f meaning
Bion (1958) describes the tendency to split by highlighting attacks on linking. His 
main conclusion is that in the paranoid-schizoid position the patient’s psyche can 
contain an internal object, which is hated, and towards which the patient feels 
destructive. Thus all links whatsoever from the most primitive to the most 
sophisticated forms of verbal communication are attacked. In this state emotion is 
hated; it is felt to be too powerful to be contained by the immature psyche, it is felt to 
link objects and it gives reality to objects which are not self.
McDougal (1982) expands these ideas by introducing the concept of alexithymia. This 
is a state, which can be observed in particular in psychosomatic patients. 
Psychoanalytic observations of such patients reveal an inability to name recognise, 
contain or work through one’s affective states. This is felt to be a defensive structure 
of the most primitive kind.
McDougal describes this state as follows:
‘It is a split between psyche and soma, affective perceptions are largely eliminated and with 
them goes the destruction o f meaning, so that the world and the people in it become devitalised. 
Feeling is not disavowed, it no longer exist. There is a continuing effort to cut affective links, 
whether these links are attached to instinctual promptings, emotionally loaded ideas, or 
relationships with other people’.
Psychosomatic symptoms predominate in these patients, although Me Dougal argues 
that the psychosomatic symptoms have neither biological sense nor symbolic 
significance, thus the body functions in a delusional way.
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Another feature of the paranoid-schizoid position is that the patient is anxious about 
his/her own well- being and is unable to be concerned another person. Psychosomatic 
manifestations lend themselves well to the focusing on the self.
Omnipotent thinking
Many authors, notably Klein and Winnicott, agree that the early stages of infancy are 
characterised by omnipotent thoughts, feelings and fantasies. Klein (1946) regarded 
these omnipotent fantasies as defences against the existence of separateness, 
dependence and envy. Winnicott (1960) regarded omnipotence as a protected area 
from the start that must resist impingement, a view that resembled the classical theory 
of primary narcissism. Without a distinction between him/herself and the mother, the 
infant exists in a state of ‘primary omnipotence’. This stage is felt to be of greatest 
importance and is not to be disturbed until the infant is ‘ready’. It is only after the 
infant is ‘ready’ that the mother can begin to bring in reality by introducing gradually 
some degree of frustration.
To return to Klein, omnipotence is seen as an important defence and a quality of the 
primitive defence mechanisms, which are involved in breaking down the ego- 
boundaries so that the experiences of separateness and envy are avoided. Rosenfelt 
(1987) adds that omnipotent defences can create confusion between self and object in 
such a way that they persists as ‘omnipotent narcissistic object-relations’.
Finally, as has already been mentioned, omnipotent denial plays a part in the Manic 
Defences, when the value of the object has to be denied in an omnipotent fashion.
Displacement
This concept is today often subsumed under the heading of Projection. Laplance and 
Pontalis (1967) describe displacement as follows.
‘The fact that an idea’s emphasis interest or intensity is liable to be detached from it and to pass 
on to other ides, which were originally o f  little intensity but which are related to the first idea by 
a chain o f association’.
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Displacement is in fact an early original Freudian concept. Sigmund Freud described it 
primarily in association to dreams, but also in relation to symptom formation.
The DSM IV describes displacement as:
‘The individual deals with emotional conflict or external or internal stressors by transferring a 
feeling about, or response to, one object onto another substitute object’.
This concept is used less today in describing a defensive process. It appears that the 
overlap in the definition with that of projection has meant that the concept is rarely 
used by modem psychoanalysts. The concept is occasionally referred to, but usually 
only by neo-Freudians.
Reaction formation
What was said about displacement can also be said about reaction formation. Reaction 
formation is mostly used in the purely Freudian tradition. Laplance and Pontalis (1967) 
defines reaction formation as follows:
‘Psychological attitude or habits diametrically opposed to a repressed wish, and constituted as 
reaction against it.’
The DSM IV definition of reaction formation is as follows:
‘The individual deals with emotional conflict or external or internal stressors by substituting 
behaviour, thoughts and feelings that are diametrically opposed to his or her own unacceptable 
thoughts or feelings (This usually occurs in conjunction with their repression).’
This defence was described and catalogued in Anna Freud’s T he  Ego and the 
Mechanisms of Defence’ (1936). However it is not a defence used or described much 
in modem psychoanalytic literature outside the Freudian school. Elsewhere the same 
phenomenon is instead described under the heading of denial.
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Identification
Laplance and Pontalis defines identification as follows:
‘Psychological process whereby the subject assimilates an aspect, property or attribute o f the 
other and is transformed, wholly or partially, after the model the other provides’. It is by means 
of identifications that the personality is constituted and specified.’
A well-known variant of identification is the ‘Identification with the Aggressor\ one 
of the defences catalogued by Anna Freud. This means that the individual deals with 
feeling like a victim, by turning into the aggressor.
In the Kleinian tradition, the concept of identification is described as follows by 
Hinshelwood (1989):
‘Identification concerns the relating to an object on the basis o f perceived similarities with the 
ego. However, this is a complex phenomenon, which has several forms. The simple recognition 
o f similarity with some other external object that is recognised as having its own separate 
existence is a sophisticated achievement. At the primitive level o f phantasy, objects that are 
similar are regarded as the same, and this omnipotent form o f phantasy gives rise to confusion 
between self and object’.
The different definitions of identification are clearly not consistent. It is not even clear 
if identification is considered a defence. Interestingly the DSM IV does not list 
identification in its list of defences.
Introjection
Laplance and Pontalis (1967) describe introjection as follows:
‘Process revealed by analytic investigation: in fantasy, the subject transposes objects and their 
inherent qualities from the ‘outside’ to the ‘inside’ o f himself. It is closely akin to identification.’
The DSM IV does not list introjection as a defence. The term introjection, was first 
coined by Ferenczi in 1909. He felt that neurotic problems were caused by excessive 
introjection. Sigmund Freud described introjection notably in his paper Mourning and 
melancholia (1917). In this paper he uses the term identification in the sense of
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introjection. He describes a process by which an object is relocated within the ego 
boundaries that once had been experienced as external.
Introjection is seen as both a defence mechanism and inherent in the developmental 
process. Sigmund Freud described how the super-ego comes to be ‘introjected’ 
following a successful negotiation of the Oedipus complex. For Melanie Klein 
introjection is one of the cornerstones of the establishment of an internal world. 
Objects are introjected and thus come to inhabit the psyche as internal representation 
of external objects.
Intojection as a defence mechanism
For Sigmund Freud, introjection is a defence against the loss of the external object, but 
for Klein it is a defence against a terrifying internal object. If the internal world is felt 
in fantasy to contain very bad or persecuting objects that seem to endanger the ego, 
then the ego defends itself by introjecting the ‘good object’
Splitting, Manic Defences constellation, and the nature o f Anxiety 
These concepts belong mostly to the Kleinian school of thought. The background to 
these is described in section 2.3 of this chapter. These mechanisms are closely related 
to defence mechanisms and are therefore mentioned in this context. As outlined above 
in the section on Melanie Klein the degree of splitting depends on the type of defensive 
manoeuvres employed by the ego and in addition on the type of anxiety relating to the 
developmental achievements of the individual. The distinction between the types of 
anxiety can be clarified by asking the question: Are the anxieties primarily about the 
individual him/herself or are they concerns about his/her objects. It would be more 
correct to say that the manic defences is a constellation or a cluster of defences 
occurring under specific circumstances when the individual is threatened with feeling 
overwhelmed with anxieties at the threshold of the depressive position.
For the manic defences to happen there has already been some movement towards the 
depressive position and away from the predominance of splitting in the paranoid 
schizoid position. However the transition is at this point in time felt to be
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overwhelming. Characteristically the patient rules that the loved person/object is not 
important at all; the loved object’s condition whether damaged or sound does not 
matter. The patient cultivates imaginary states of superiority, triumph and control over 
the object, a phantasy of omnipotent supremacy is maintained. The manic supremacy 
is supported by specifically, a denial o f the true qualities o f the object, a sense o f  
triumph over the object, which becomes insignificant, and a control over the object, 
making it dependent instead on the subject. Klein (1935) (1940) describes the use of 
the manic defences as a denial of psychic reality. This statement remains somewhat 
unclear, as in any actual context it will be a specific type of psychic reality (undefined 
here), which is being denied. Examples of the manic defences can ordinarily be 
observed in the initial stages of mourning.
Thus the same defences can occur in different contexts depending on what is defended 
against. In other words depending on in how primitive a manner the defences are used 
and depending on whether the defences are creating splitting or something perhaps 
more temporary as might be the case if the defences are occurring on the threshold of 
the depressive position.
In summary, defence mechanisms are employed by the ego in order to avoid or 
minimise psychic pain, usually related to anxiety. They arise in a relationship, either in 
an external relationship or an internal one. They regulate and alter the nature of this 
relationship and also influence to what extent external and internal reality can be 
accessed by the individual. In psychotherapy the defence mechanisms employed by the 
individual largely determine the nature of the therapist-patient relationship. It is also 
within the therapist - patient relationship that the workings of these mechanisms can 
be mapped out and potentially altered.
The nature of the psychoanalytic discourse will therefore be examined closer in the 
following section.
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2.6. The Psychoanalytic Discourse
This thesis is concerned with the above named mechanisms as they occur in a process, 
in this instance in the psychoanalytic process. Indeed it is one of the arguments of this 
thesis that these mechanisms can only meaningfully be described as occurring in a 
relationship. Thus the key question which needs to be addressed in this context is; 
‘Under what circumstances does identifying defences make sense?5 Sigmund Freud 
himself described concepts such as defence mechanisms and transference as events in 
the treatment relationship. Indeed it would not make sense to describe the transference 
outside a relationship. It is in the discourse, in the living relationship that anxieties 
arise, and thus it is in this context that defences are employed. And therefore it follows 
that it is in the relationship that they can best be observed and described.
A lot has been written about the theory and practice of psychoanalysis, but very little 
about the actual process. What has been written tends to be in many instances 
embedded in either theoretical or clinical case discussions.
It has been claimed by Malan (1979) that to be a therapist or an analyst cannot be 
learned from books. The clinician relies heavily on what is called clinical judgement 
which is something acquired through experience. The experience is likened to a 
process of programming a computer. At the same time Malan feels that the process of 
becoming a clinician is essentially intuitive and subconscious. In actual practice the 
training of therapists and analysts happens in three ways. Firstly every candidate in 
training is required to undergo his/her own training analysis. Secondly he/she 
participates in theoretical seminars, where the emphasis is on intellectual 
understanding. Finally the candidate will during his/her training treat a number of 
patients under supervision. Thus, in practice, how this clinical judgement comes into 
being, happens mostly during one-to-one contact between the candidate and his/her 
analyst and between candidate and his/her supervisor. Similarly the first patients act as 
teachers as much as they serve as patients for the candidate. It could be argued that the 
art of psychoanalysis is passed on as a kind of oral tradition.
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This explains something of the elusive nature of this relationship. It is very difficult to 
get a clear answer to the question ‘What does the clinician actually do?’ and ‘what 
actually happens in therapy?’. Many things can be said in answer to these questions, 
for example it has been claimed that, the activity of psychoanalysis, be it practised by 
a therapist or an analyst, is about seeking the truth about an individual. However it is a 
particular kind of truth, an intra psychic truth, which furthermore can only be reached, 
not by the analyst imparting information, but a truth that emerges between the 
analyst/therapist and the patient. This is felt to be a very potent ‘truth’, it is a new 
understanding, which changes preconceptions held by both. It is a renegotiation of 
meaning, which takes place as the patient gets in touch with as much of his true 
feelings as he can bear. The ‘truth’ is the representation of the unconscious.
A ‘gap’ has been created in the conceptualisation of the neurotic patient, as 
Lacan( 1977) puts it. This gap is what separates the individual's perception of himself, 
from a realistic view of who he/she truly is. For instance the depressive tends to 
experience him/her self as inappropriately worthless, or someone using omnipotent 
defences, may experience him/her self in inappropriately grandiose terms. Thus one of 
the primary tasks of therapy will be to expose this gap.
In practice psychoanalytic discourse involves two people, one the helper the other one 
with a complaint, which is generally badly understood initially by both, certainly 
anxiety producing and puzzling for the patient. There is also a theoretical idea more or 
less formulated in the clinicians mind about the problems, which the patient is 
experiencing. The theoretical formulation acts as a hypothesis, which almost 
universally needs revising as the treatment progresses. The one theoretical assumption, 
which is however relied upon, is that there are unconscious determinants behind the 
patient's suffering, and the task is to find these and to bring them into consciousness.
Sigmund Freud developed the idea of unconscious determinism, that is, he claimed 
that the acts, which we attribute to free will, are in fact obeying unconscious 
directives. Thus in principle everything is subject ultimately to interpretation. 
However this process is further complicated by the fact that a mere intellectual
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understanding will not help the patient. The content of his/her unconscious needs to be 
brought to his/her attention in such a way that it can be used and assimilated by the 
patient. It has to ultimately fe e l  right.
What gets in the way of this understanding are the same processes which led to the 
initial 'unawareness' in the first place. The truth, which cannot be seen, has at some 
time been associated with such difficult feelings that it had to be pushed out of 
conscious awareness. Thus these same feelings have to be negotiated again before the 
new meaning, or the original meaning can emerge.
The patient will defend in any way he can against the emergence of the feelings, 
usually anxiety, associated with the 'truth'. For instance the Lacanian analyst, following 
the thinking of Jaques Lacan, claims to operate as the sole intermediary of the truth. 
This means the analyst does not attend to the content of the patient's discourse itself, 
but to rents or gaps in it, and thereby discovering 'formations of the unconscious'. The 
analyst is primarily the listener, he/she is the one whom the analysand addresses in 
order to have the truth of his/her message recognised. The listening process will be 
discussed in more detail later. Lacan reformulated Sigmund Freud’s original work by 
focusing on language. He formulated the idea that the unconscious is structured like a 
language.
Thus he claims
'Analysis can have for its goal only the advent o f a true speech and the realisation by the subject
o f his history in relation to a future.' Lacan (1977)
Some theorists, for example Wilhelm Reich (1950), felt that the task of the clinician to 
'cure' the adult patient is in fact impossible. He felt that:'Once a tree has grown 
crooked, you can't straighten it out'. He saw the main task of psychoanalysis as 
preventive. Increasingly some later thinkers such as Michael Balint (1968) have 
recognised that for the troubled individual there will always remain feelings and 
aspects of the personality, which he/she just cannot change. Balint calls this the area of 
the 'Basic Fault'. The Basic Fault needs however to be exposed, and with the help of 
the analyst this basic fault can gradually take on new meaning, and can in fact become
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the source of new creativity. However the discovery of, be it, the Gap or the Basic 
Fault is highly traumatic, and always involves mourning for the lost illusory state. 
Donald Meltzer (1967) considers that it is this capacity to ultimately take 
responsibility for one's psychic reality, which is the goal of psychoanalysis. This 
involves primarily a reworking through of the depressive position, a realistic 
perception of one's own destructiveness, followed by reparation. Part of the working 
through of the depressive position always involves mourning for lost opportunities and 
a giving up of defensive inaccurate self-perceptions.
The task of the clinician is many fold: to bring to awareness the hidden truth, and at 
the same time to alleviate the accompanying feelings, so that the truth can be used by 
the patient. The different schools of thought differ in how they try to alleviate the 
intense feelings. In the classical tradition the practitioner concentrates on creating a 
warm and supportive relationship so that this relationship can in itself support the 
patient, when the clinician interprets what he/she feels the patient is avoiding. Sandor 
Ferenczi (1932), an early controversial follower of Freud, even suggested that the most 
important ingredient in the analytic relationship was the establishment of a 
relationship of trust and sincerity. The analyst may have to even reveal his/her own 
thought processes, in particular in connection to errors, in order to avoid ’professional 
hypocrisy', and thus deepen the trust between patient and analyst. Ferenczi felt that, if 
this aspect was not attended to, the danger was that the analyst would appear as just 
another, uncaring individual in the patient's life, and thus perpetuating the original 
pathogenic situation.
In the Kleinian tradition it is felt that the alleviation of anxiety is accomplished by 
interpretation alone: the therapist is felt to provide ego support by being able to speak 
to the parts of the personality which is most hidden, a kind of breaking the isolation of 
the deepest layers of the self.
Whichever school of psychoanalytic thought you adhere to, it is felt that the raison 
d’etre for troublesome symptoms disappears once the 'truth' is again known. The
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symptom has been a disguised form of the truth in the first place. The situation is 
however rarely this straight forward in practise.
The central tool available for the therapist is the interpretation, or it may be more 
correct to call it ‘the interpretation process’ as it may include many preparatory steps, 
such as clarifications, timing etc. The process of interpreting is a difficult one as the 
discussion above shows. It is not easy for the patient to accept even the most accurate 
of interpretations. Sigmund Freud writes about this problem in the ‘Question of Lay 
analysis’:
‘When you [the analyst] have found the right interpretation, another task lies ahead. You must 
wait for the right moment at which you can communicate your interpretation to the patient with 
some prospect o f success. How can one always tell the right moment?
That is a question o f tact, which can become more refined with experience. You will be making 
a bad mistake if, in an effort perhaps to shorten the analysis, you throw your interpretations at 
the patient's head as soon as you have found them. In that way you will draw expressions of  
resistance, rejection and indignation from him; but you will not enable his ego to master his 
repressed material. The formula is: to wait till he has come so near to the repressed material 
that he has only a few more steps to take under the lead o f the interpretation you propose.’ 
(Freud 1926)
Reich (1950), similarly describes this difficulty the therapist has in so to speak selling 
the interpretation to the patient, as follows:
‘The rule that the making conscious o f  unconscious has to take place not directly, but by 
elimination o f resistances. That is, the patient must first find out that he is defending himself, 
then by what means, and finally against what. It is this work o f making things conscious which is 
called interpretation.'
Elsewhere Reich discusses the conditions, which make an interpretation 
therapeutically effective. He claims that they are different from case to case, and 
although they lead to certain valid technical generalisations, these mean little 
compared with the basic principle that that the technique in every individual case has 
to be derived from the individual case and from each individual situation.’
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Central to the understanding of the psychoanalytic process is the understanding the 
listening, which the therapist is engaged in. Sigmund Freud already addressed this 
issue when he stated that the analyst must listen with 'evenly suspended attention' 
(Freud 1912). This means without preconceptions, or expectations. Theodor Reik 
(1948) called it ‘listening with the third ear’. The aim is to catch the passing glimpses 
of unconscious elements in the patient's communication. The patients will try at least 
sometimes, to express things that are at the boundaries of their conscious awareness 
and of which they have little previous experience articulating. In addition, some 
patients will systematically lack the concepts necessary to grasp the significance of 
important aspects of their experience. Psychosomatic patients, for instance, have been 
said to have poorly developed emotional concepts. Further a patient's motivation to 
communicate may be variable, some material may for instance feel too embarrassing 
to communicate. Thus the therapist has to develop a capacity not only to attend to the 
manifest content of the material, but also sensitivity to these other possible aspects. 
The therapist will pay attention to such things as voice quality, movement and posture 
of the patient, slips of the tongue, frequency of topics etc.
Out of this process of listening, then arises the ‘interpretation’ and, as already 
mentioned, Sigmund Freud (1926) stressed that, how and when the interpretation is 
presented is crucial to whether the patient is able to accept and use the interpretation. 
An interpretation has to have primarily an emotional impact. Sandler and Sandler 
(1978) have claimed that, an experience only has or retains meaning for the child if it 
is linked with feeling. The assumption is made that ultimately all meaning is 
developmentally and functionally related to states of feeling, and that an experience 
which does not have some relation to feeling states has no psychological significance 
for the individual at all.
What the psychoanalytic process aims to produce is insight. Frequently what is needed, 
in addition to the actual interpretation, is preparation for the interpretation, in the form 
of confrontation and clarification. In order for the interpretation or insight to have the 
desired effect a period of working through is necessary, which means basically that the
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same insight has to be arrived at over and over again. Rycroft (1958) has described the 
process of interpreting as follows:
'The analyst invites the patient to talk to him, listens, and from time to time talks himself. When 
he talks, he talks neither to himself nor about himself qua himself, but to the patient about 
himself. His purpose in doing so is to enlarge the patient's self-awareness by drawing his 
attention to certain ideas and feelings which the patient has not explicitly communicated but 
which are nonetheless part o f and relevant to his present psychological state.
These ideas which the analyst is able to observe and formulate because they are implicit in what 
the patient has said or in the way in which the patient has said it, have either been unconscious, 
or, if they have been conscious, it has been without any awareness o f  their present and 
immediate relevance. In other words, the analyst seeks to widen the patient's endopsychic 
perceptual field by informing him of details and relations within the total configuration o f his 
present mental activity which for defensive reasons he is unable to perceive or communicate 
himself.'
Susan Isaacs (1939), in discussing the process of interpretation, took the view that the 
good analyst, by virtue of his training, used interpretations as ‘scientific hypothesis 
concerning the patient's functioning’. She says that:
‘This becoming aware o f the deeper meaning o f the patient's material is sometimes described as 
intuition. I prefer to avoid this term because o f its mystical connotation. The process o f  
understanding may be largely unconscious but it is not mystical. It is better described as 
perception. We perceive the unconscious meaning o f the patient's words and conduct, this as an 
objective process. Our ability to see it depends... on a wealth o f  processes in ourselves, partly 
conscious and partly unconscious. But it is an objective perception o f what is in the patient, and 
it is based on actual data.'.
The psychoanalytic interpretation attempts to connect the sphere of basic emotional 
experience to consciousness and sometimes to the patient's history.
Balint (1968) discusses therapeutic change as follows:
‘Therapeutic change as a consequence o f analysis depends, to a large degree, on the provision 
of a structured and organised conceptual and affective framework within which the patient can 
effectively place himself and his subjective experience o f  himself and others’.
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The above quotes demonstrate something of the fact that, how the theory and the 
practice of psychoanalysis converge tends to elude description. Many attempts have 
been made, but it appears that to truly appreciate the nature of this process one has to 
participate in it as either a clinician or as a patient. What exactly causes change is 
equally elusive, for the same reasons that the actual process of psychoanalysis is so 
difficult to describe. What appears to be clear however is that the therapist/analyst is 
trying to create new meaning out of old, and this work involves negotiating the 
defensive style of the patient and thus reaching the unconscious meaning, or the Truth, 
the Gap and the Basic Fault.
Maybe this elusive nature of what actually happens in the consulting room may go 
somewhere towards explaining the emergence of significant conflicts and divergences 
in thinking between the different founding figures of psychoanalysis.
All modem psychoanalysis is based on the work of Sigmund Freud,in so far that the 
aim of all psychoanalysis is to explore the Unconscious. Over time however important 
differences have emerged.
Sigmund Freud’s theory can be described as a ‘drive- theoiy’. The drive is a concept 
on the frontier between the psychic and the somatic. It is the drive, which is the 
activator of the psychic apparatus. Objects are for Freud ‘a means to an end’, and not 
primary in them selves. Thus the individual seeks to satisfy his drives by means of 
object relations. The Libido is central although later Freud also recognized the 
existence of a death-drive.
From these basic assumptions arose the complex theoretical structures and techniques. 
The role and presentation of defence mechanisms is closely tied to the basic 
assumptions held by the practitioner as has been discussed in sections 2.4. and 2.5.
According to Couch (1995), Anna Freud followed her fathers thinking closely. She 
was the first one to catalogue defences in a more systematic fashion as described in 
section 2.2. Anna Freud was one of the pioneers of Child analysis and as such she 
introduced some modification of technique, as Anna Freud felt that the child was still 
too close to the family of origin to receive verbal interpretation, thus play was used
47
instead. Theoretically Anna Freud did not introduce anything that conflicted with her 
father’s assumptions.
Jaques Lacan’s notion of the Unconscious structured as a language has meant that he 
developed a unique type of psychoanalysis, with a technique derived from the above 
assumption. The language it self, which he uses to describe his work, has often felt 
rather alien and difficult for other European and American practitioners. At the same 
time Lacan insisted that he was a true Freudian. In fact the Lacanian elaboration of the 
unconscious is according to Filip Geerardyn (1997) ‘not to be understood as a kind of 
deus ex machina, but witnesses, time and again, a rigorous discipline in revisiting 
Sigmund Freud’s writings’. Lacan’s basic assumptions led him to elaborate on 
Sigmund Freud’s original understanding of child development and he also introduced 
the concept o f ‘The Other’, without whom the ‘Gap’ cannot emerge. The 
Psychoanalytic community has responded often in a hostile manner to Lacan’s 
contributions.
Melanie Klein’s contribution meant finally a significant shift away from some of the 
basic assumptions introduced by Sigmund Freud. Although Melanie Klein also saw 
herself as rigorously following Sigmund Freud, her work with children led her away 
from a ‘drive-theory’ model. As described, in section 2.3. the libido is felt to be 
primarily object-seeking from the start which is different from drives seeking 
discharge. This shift had also technical implications as well as theoretical ones. These 
changes meant an inevitable rivalry between Melanie Klein and Anna Freud that 
gradually spread and created major splits in the psychoanalytical community as a 
whole.
These conflicts and tensions, which have arisen in the psychoanalytic community, may 
in them selves have contributed to the lack of clarity of concepts such as are the 
subject of this thesis.
48
It is exactly this complex psycho-analytic process that this thesis will examine by the 
use of methodology adapted from decision-making analysis. This methodology called 
‘argumatics’, will be described in the following section.
2.7. Argumatics as a basis for interaction/process analysis in psychotherapy 
analysis
This section outlines the theoretical background to the methodology adapted for the 
purposes of this study.
When a patient presents for psychotherapy, he/she tells a ‘story’ about his/her 
difficulties. When we examine people’s accounts as stories about what is wrong, we 
inevitably analyse their explanations of the situation. In giving such explanations, 
people use a series of claims and counter claims in their attempts to justify why their 
story must be accepted by the listener as true. In therapy, patients’ Claims then give 
rise to the therapists’ ‘Challenges’. The therapists, puts forward counter claims or 
challenges, which the therapists in turn try to justify and expect the patients to 
consider. Thus, both the patients’ and the therapists’ communications can be seen as a 
story-like explanations which consist of series of claims or challenges; if the ‘listener’ 
accepts these claims or challenges she/he also gives legitimacy to the claim or 
challenge.
As Antaki & Leuder (1992) have suggested, explanations can have argumentative 
functions. The persuasiveness of explanations in people’s argumentation can be 
understood when considering that, when reasoning and arguing, people strive to 
support their claims/challenges and make them acceptable to their audience. The 
present study of patients in therapy will show how they discuss their difficulties by 
using a series of claims and counterclaims, as well as reasons supporting these claims. 
Such therapeutic discourses can be seen as consisting of various elements which have 
an argumentative function, in the sense that, when offering these explanations, patients 
and therapists in turn are concerned to justify their statements and thus have their 
account accepted. Similarly the therapists advance their interventions in discussions 
with patients using claims and counterclaims.
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The term ‘argumentation’ alludes to verbal activity consisting of a constellation of 
statements aiming to justify or refute a certain opinion and persuade an audience, van 
Eemeren et al., (1987). The manner in which these statements are ordered within the 
discursive text constitutes the argumentational structure of that text. Even though the 
field of argumentational research is characterised by the presence of different theories, 
a recurrent preoccupation of this field has been an attempt to draw a distinction 
between sound and unsound argumentation, or the need to be making sense; this 
difficulty is associated with the fact that different theories have divergent conceptions 
regarding what ‘argumentation soundness’ is.
The study of argumentation has typically centred either on the interaction between two 
people having an argument (i.e. discussion debate), or on written texts where a person 
makes a speech or produces an editorial (van Eemeren et. al. 1997). This alternative 
focus also reflects the different senses in which the term ‘argument’ has been used by 
researchers. On the one hand, argument has been approached as a process; in this case, 
research has focused on understanding the elements embedded in the process of 
persuasion between two participant roles (i.e. arguer and opponent, in this case patient 
and therapist). On the other hand the perspective of argument as a product entails 
looking at the set of elements (i.e. premises and conclusions).
In this study we will assume that therapeutic discourse founded on the notion of ‘the 
talking cure’ can be understood as a form of argumentation. In an argument like in 
therapy the two opponents seek either to have their views confirmed or an alteration 
takes place as the two opponents influence each other and new meaning is created, a 
new truth is discovered. Thus therapy can be seen as having its roots in ancient 
Greece.
In the fifth century BC the citizens were offered the opportunity to express their 
opinions and to provide arguments for their opinions (Benoit, 1992). Within the 
context, where people had to defend their opinions by providing arguments for them, 
or had to compare arguments for opposing viewpoints, questions regarding what 
constitutes a ‘good’ and ‘effective’ argument became very important. These questions 
were crystallised out in classic logic, dialectic and rhetoric, which was developed as a
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means of assisting people to make speeches and develop persuasive arguments. 
Awareness of rhetoric and persuasion was increased even further through the Sophists, 
who developed the techniques of persuasion and argumentation for instructional 
purposes. However, the most significant contribution to argumentation, at the time, 
was the one made by Aristotele, who developed a theory of reasoning.
Aristotle’s primary assumption was that existing knowledge and opinions constitute 
the material on the basis of which people arrive at new opinions during argumentation 
and reasoning (van Eemeren et al., 1987). He proposed that two types of reasoning 
may be used for this: inductive and deductive reasoning. In attempting to draw a 
distinction between sound and unsound argumentation, he developed a theory of 
syllogism, which would make possible the testing of the validity of deductive 
argumentation. According to Aristotele, the syllogism is an argument consisting of a 
major premise, a minor premise and a conclusion. For instance the combination of the 
minor premise ‘ Socrates is a man’ and of the major premise ‘all men are mortal’ gives 
the conclusion that ‘ Socrates is mortal’. If the two premises are true then the 
conclusion is also true. As a complement to his study of sound argumentation, 
Aristotle also provided a systematic catalogue offallacies, which are forms of unsound 
argumentation.
Modem studies on argumentation pointed out the limitations of formal logic and 
challenged its appropriateness for the analysis of everyday argumentation practises, 
since assessment of ordinary arguments necessitated their ‘translation’ into logical 
standard forms (Benoit, 1992). Even though this paradigm on argumentation research 
did not separate itself completely from the classical tradition, it nevertheless brought 
to the fore a new approach to logic. This approach has often been referred to as 
informal logic and has focused on everyday argumentation. Its point of departure from 
formal logic is that, while the standard of validity is clear and relatively unequivocal, 
it’s difficult to apply to real arguments (Antaki, 1994). On the contrary, in everyday 
life, formally ‘invalid’ arguments have often been found to be quite reasonable as a 
basis for practical decisions.
The present state of affairs in argumentation theory is characterised by the presence of 
a variety of theories and models of argumentation, which often differ in scope and
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degree of refinement, as well as in the definition of the norms of rationality according 
to which the soundness of a given argument is assessed (van Eemeren 1987). The most 
influential work in this realm of research has been Perelman and Olbrechts-Tyteca’s 
New Rhetoric and Toulmin’s The Uses of Argument. What is common in both works 
is their focus on an interactional view of argument and their challenge of formal logic 
as a serious attempt to describe human arguing.
Perlman and Olbrechts-Tyteca (1970) developed an argumentation theory, which they 
termed ‘New Rhetoric’ which pinpointed the limited applicability of formal logic as a 
model for value judgements in everyday argumentation. Their theory stresses the role 
of the audience in argumentation, by attributing the soundness of an argument to the 
audience for which it is intended. Since, in informal logic, neither absolute truth nor 
validity exists in rhetorical argumentation, appeals to reason are appeals to the 
adherence of the audience (Levine, 1991). The aim of argumentation is not considered 
to prove the truth of the conclusion from the premises, but to relate the premises and 
the claim of an argument in such a way that ‘the acceptance of the data can be 
transferred to the claim’ (Benoit 1992; p.63). New Rhetoric offers a distinction 
between different sorts of audiences (universal vs. particular), different classes of 
premises, as well as between different types of argument, which may be successful in 
practice.
According to Perelman and Olbrechts-Tyteca, there are two types of premises: (a) 
premises, related to reality, which consist of facts, truths and presumptions on the 
basis of which a particular claim is asserted by a ‘universal’ audience, and (b) 
premises related to preferences, which comprise abstract values, hierarchies of values 
and what is preferable to a specific audience (Perelman & Olbrechts-Tyteca 1958). 
Even though the New Rhetoric claimed to provide a systematic description of the 
discourse techniques enabling more effective argumentation, the systemacity and 
clarity of this description has been questioned (van Eemeren et al., 1987). Moreover, 
according to Perleman & Olbrechts-Tyteca (1970) the proposed techniques of 
argumentation are attuned to the audience to which the person’s argument is 
addressed, and from which approval is sought. However, the authors fail to provide 
explanations regarding how a particular arguer, in his/her attempt to construct an
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effective (i.e. persuasive) argument becomes aware of the premises espoused by the 
audience (van Eemeren et al., 1987).
Toulmin’s layout o f Argument Structure
Up to the present time, Toulmin’s model for reproducing the structure of an argument, 
which was proposed in his book Uses of Argument, is the model which has received 
the most attention in the field of argument research, is cited in all serious handbooks 
of argumentation and has become the most influential framework for further research 
in this field as an aid in construing, analysing and evaluating arguments. While New 
Rhetoric has adopted a descriptive perspective on argumentation, Toulmin’s interest 
when generating a schematic illustration of the argumentational structure was to 
prepare the argument for a critical evaluation, as well as distinguishing between sound 
and unsound argumentation (Ball, 1994). As Toulmin himself claims, his focus is to 
discover.
‘how [..] to set out and analyse arguments in order that our assessments shall be logically candid 
[..] that is, to make clear the functions o f different propositions invoked in the course o f an 
argument’ (Toulmin, 1958).
According to Toulmin, argumentation refers to an activity of making claims, 
challenging them, backing them by providing reasons, criticising those reasons and 
rebutting those criticisms (Toulmin et al., 1979). Toulmin based his model on the 
discipline of jurisprudence as more representative of ordinary arguments than classical 
syllogistic structures. A central feature of his work is that the criteria upon which the 
soundness of an argument depends lie on the nature of the problem to which the 
argumentation relates, and that the criteria of formal validity and analyticity as 
employed by formal logic are of little value in the assessment of everyday 
argumentation.
Toulmin questioned the adequacy of the traditional layout of an argument (i.e. major 
premise, minor premise, conclusion), as proposed by Aristotele, and advocated a more 
elaborate layout, which would permit a more ‘candid’ analysis of arguments. In
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specific, while argumentation research has traditionally distinguished two functional 
roles for argumentative statements (i.e., premises-conclusion), Toulmin advocates that 
an argument is structured in terms of six functional elements; data, claims, warrants, 
backings qualifiers and rebuttals. Since, according to Toulmin (1958), there are no 
universal or absolute norms for assessing argumentation, the authority of the warrant is 
derived from the backing, the content of which depends on the subject of the 
argumentation. In this sense the criteria for assessing a particular argument are field- 
dependent and need to be established by persons possessing expertise in the particular 
field. According to van Eemeren et al. (1987), the concept of ‘field-dependent’ 
backing in his model is supposed to bridge the chasm, which separates the premises 
and the conclusion of arguments in the formal logic.
Toulmin centred his attention on the argumentative function, rather than the 
argumentative form. This means that his model focuses on the functional relationships 
among parts o f an argument as an alternative to the traditional approach which, had 
been concerned primarily with the formal relationships of these parts (van Eemeren et 
al., 1987). Following this line of reasoning, understanding the structure of arguments 
in texts necessitates an understanding of the functional roles of the statements 
included in the argument in the course of the argumentation process (Freeman, 1991). 
In this respect he has incorporated into his model a number of questions which are 
asked as a means of distinguishing between the different functions fulfilled by the 
statements entailing in the argument; in this sense Toulmin’s model provides a 
‘dialectical’ analysis of an argument, since it places an argumentative text into the 
context of the arguer’s effort to convince the listener (van Eemeren et al., 1993). In the 
meantime, the model allows a description of a particular argument as a product (i.e. a 
specific set of statements used in the employee’s utterances), while taking into 
consideration that this argument evolves through an argumentative (i.e. question 
response) process.
For Toulmin, argumentation is a movement from accepted Data through a Warrant 
(or Backing) to a Claim. The nature of Data, Warrants, Backings and Claims as 
adapted for this study will be described in detail in the next chapter.
54
Inclusion of the above elements means that the individuals in question are constructing 
a complete argument. However, the structure of an argument may not be fully 
presented on each occasion. In ordinary language, it is possible that we find some 
elements of an argument missing, since arguers, not being able to state everything 
pertinent to the case, necessarily leave much unstated. The missing elements of any 
particular argument may even be the ones that Toulmin considered to be basic and 
necessarily present in each argument; that is, the claim of the argument may be 
missing even though the arguer presents data and warrants for this (missing) claim or, 
the data, on the basis of which the main claim is stated, may not be reported explicitly; 
it may also be the case that the rule (i.e. warrant) which provides support to the claim 
and illustrates the link between the data and the claim is missing. These kinds of 
omissions are particularly prevalent in ‘live interactions’, such as the process of 
psychotherapy. These elements may be missing because the arguer considers them to 
be well known or assumed by the other party, and thus, s/he does not regard it 
necessary to refer to them explicitly in his/her attempt to persuade the other. Existing 
research has indicated that it has mainly been the ‘because’ part of the argument 
(either the warrant or the Backing) which is not stated explicitly (Marouda, 1995). As 
Govier (1987) claims, when presenting an argument, people do not always make 
references to their beliefs, which thus remain unstated, even though their truth is 
necessary for the components of the argument to hold together.
Acknowledging the particular and often messy nature ordinary argumentative 
discourse, we need to approach Toulmin’s framework of argument structure as a 
model for a complete argument, which refers to elements, which may not be present in 
all cases, rather than attempting to find the various elements of the argument, as 
proposed by Toulmin, stated explicitly in any given argument. The fact that various 
elements of the argument may not be stated explicitly in any particular case calls for 
the researcher who is conducting the argumentational analysis, to infer the missing 
elements; this will make possible a clearer understanding of what the arguer actually 
meant when presenting his/her argument and, consequently, an evaluation of the merit 
of the particular argument. I believe that this task of inferring the missing parts of an 
argument, in the course of an argumentation analysis, is even more important in the 
case of warrants and backings, since they both serve as a support of the claim made. In
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fact it is often in the warrant and the backing that we can trace the workings of the 
unconscious in general and its defensive activity in particular. In addition if they are 
missing and need to be inferred, this means that the conscious mind is not for what 
ever reason focusing on all elements of the argument and as a result of this 
‘unconscious interference’ the resulting argument may lack significant coherence.
Toulmin’s model has been widely used to as a tool for construing, analysing and 
evaluating arguments. Studies using argumentation analysis have often confined it to 
the level o f the text, and so what has been explicitly presented in the context of a 
particular argument, which resulted in problems of identifying the various elements of 
the argumentative structure.
Going beyond the level of the text by taking into consideration the situational context 
within which a particular argument is situated (e.g. both in terms of the wider 
discourse, as well as the social situation which gives meaning to the discourse, the 
argumentation analyst will be in a better position to understand and analyse a 
presented argument). In this study we are looking at arguments and counter-arguments 
arising in the discourse between therapist and patient in a therapy situation. Thus we 
are looking at the presented arguments as they arise in a live process rather than pre­
digested as they might occur in text. The context within which the arguments arise will 
be evident and will enable the researcher to make more informed choices when 
identifying the various structural elements of the argument.
2.8. The focus of the thesis
This thesis will not be an investigation of every defence mechanism evident in the 
process, but will cover a wide range, including many of the classic ones described by 
Sigmund and Anna Freud.
Of interest will also be the primitive mechanisms described by Melanie Klein. 
Although mechanisms identified later will also be included. The candidates of 
categories which will, as far as possible be identified and evaluated will include the 
following: denial, projection, extemalisation, concrete thinking, destruction of
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meaning, omnipotent thinking, displacement, introjection used defensively, reaction 
formation, identification with the aggressor.
The nature of the functioning of an individual using splitting is according to the 
literature characterised by part-object functioning. This means that the individual is in 
everyday language ‘self centred’ and relates to other people only in terms of what they 
can provide for him/her. Therefore suggestions of this type of functioning will be 
identified where possible. Omnipotent thinking will be examined where it occurs. The 
nature of the anxiety will be noted indicating whether we are dealing with primarily 
paranoid-schizoid thinking or if the defences are used in a more mature way on the 
threshold of the depressive position.
The converse of defence will also be examined. Classically, what is defended against 
is considered to be anything, which might give rise to unbearable anxiety. Thus the 
ability to experience anxiety and other feelings and to think about the situations giving 
rise to feelings is noted. Any expressions of less defended feeling and thinking are 
examined.
Melanie Klein postulated, as described in section 2.3., that the maturation of the 
individual can be understood in terms of his/her defensive style. In other words if the 
patient is predominantly displaying primitive defences, giving rise to splitting, he/she 
is felt to display paranoid-schizoid features. On the other hand a more mature 
individual who has reached or is in the process of reaching the depressive position, 
will be using defences more flexibly and the primitive defences associated with 
splitting have largely been abandoned. The relationships of an individual who has 
reached the depressive position are importantly characterised by a capacity for  
concern. Thus any indication of an ability for concern will be noted. As mentioned 
above Melanie Klein further describes another defence or perhaps it would be more 
correct to call it a cluster of defences, under the heading of the manic defences. These 
clusters of defences arise according to Klein as a defence against the pain associated 
with the depressive position thus located somewhere between the paranoid -schizoid 
and the depressive positions, any indications that manic defences might be used will
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be noted. In conclusion, these theoretical notions will be identified and mapped onto 
the results of the analysis when or if appropriate.
This research focuses on what happens in the therapeutic relationship. The patterns, 
suggestive of underlying mechanisms will be synthesized on the basis of how they 
emerge in the process of argumentation in the therapeutic discourse and how they 
change or not as a result of the therapist’s interpretations, challenges, or other 
interventions within this discourse. In brief how defence mechanisms play a part and 
are located in the discourse.
The settings, subjects and methodology relating to this research will be examined in 
detail, in the next chapter.
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3. Setting subjects and methodology
This research attempts to map out and examine defences and defensive styles as 
expressed in brief psychotherapy. The changes or lack of change that may be a feature of 
the therapies lasting between 12 and 15 weeks will be examined. All patients were 
assessed as suitable for short-term psychotherapy, by psychiatrists and were suffering 
from acute distress.
This chapter describes the practical context of the therapies of each of the subjects. It 
gives the background information about the subjects, and relevant information about the 
therapists. It introduces the methodology employed in the detailed analysis in the results 
chapters.
3.1. The setting of the therapies.
The seven subjects/patients participating in this research were all receiving brief 
psychotherapy on the NHS, at hospitals in the London area. To preserve confidentiality 
the names of the patients were disguised but the hospitals retained their real names. Three 
subjects, Carol, Steven and Elisabeth were treated at St. Thomas’s hospital in London. 
These patients were receiving, fifteen sessions of Cognative Analytic Therapy. In practice 
the patient-therapist interaction resembles that of Brief Psychoanalytic Therapy, however 
additional methods are used, reflecting the underlying assumptions of this approach. 
Anthony Ryle (1992) a pioneer of Cognative Analytic Therapy, describes the clinical 
practice of CAT as follows:
‘The clinical practice o f Cognative Analytic Therapy reflects the assumption that maladaptive 
procedures and failures o f integration are self-perpetuating due to the continuing elicitation of 
reciprocal roles from others which seem to confirm existing patterns and to the absence o f accurate 
self observation and o f an integrative understanding o f the self. The reformulation o f patients’ 
difficulties, carried out with the patient’s active participation, is central to the approach. The aim is 
to produce a precise verbal and diagrammatic description o f recurrent damaging procedures. The 
patient leams to use these descriptions through active self-observation and through their 
manifestations in the therapy relationship and as recognition becomes more reliable, control and 
choice are established’.
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The three patients from St. Thomas’s were treated by two CAT trained therapists, 
therapist J. and A., under supervision from a senior colleague. The patients were invited 
for a follow-up session between three to six months after the ending of their therapy.
The remaining four patients, John, Mary, George and Andrew were treated with Brief 
Psychoanalytic Psychotherapy at the Cassell hospital in Ham, Richmond. These patients 
were offered twelve sessions of Brief Psychoanalytic Psychotherapy, employing the 
‘Focal’ technique. This means that although the technique employed by the therapist is 
firmly based in Psychoanalysis, a ‘focus’ is identified early in therapy. This ‘focus’ is a 
formulation reflecting one or more of the patient’s core difficulties. Malan (1975), 
describes it as follows:
‘The therapist keeps in mind an aim or ‘focus’ which should ideally be formulated in terms of an 
essential interpretation on which therapy is to be based. He/She pursues this focus single- 
mindedly; he/she guides the patient towards it by partial interpretations, selective attention, and 
selective neglect. If the material admits o f more than one interpretation he always chooses that 
which is consonant with the focus, and he/she refuses to be diverted by material apparently 
irrelevant to the focus’. The early sessions are felt to be particularly important. It is in the initial 
interview and in the early sessions that the early interaction between patient and therapist 
crystallises into a ‘focus’ on which most o f the rest o f  the therapy is based.’
In practice however the focus tends to be more of a ‘background guiding principle’, rather 
than a hard and fast rule. This is particularly the case in the therapies included in this 
work. The four subjects/patients, who received Brief Psychoanalytic Psychotherapy, were 
treated at the Cassell hospital by three therapists, therapists K., I., and G., all medically 
qualified practitioners. Two of the therapists were psychotherapy registrars doing their 
nine months rotation as part of their psychiatric training. One of the therapists was a 
senior registrar also in training at the Institute of Psychoanalysis. All the cases were 
treated under supervision.
3.2. The subjects/patients and the therapies
The subjects were adults between the ages of 25 and 53. There were three women and 
four men. Their names have been changed for reasons of confidentiality. All of them had 
been referred by their GP, and had been assessed to be suitable for brief psychotherapy. 
Notes relating to their initial assessment were available for Carol, Elisabeth, Steven, John,
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Mary, George and incomplete notes were available for Andrew. These can be found in 
appendix 1.
In addition the reformulations and diagrammatic representations of the three CAT 
patients were available. For Elisabeth and Steven therapist’s ‘good-bye’ letters are also 
available. These can be found in appendix 2.
All the subjects were initially assessed by psychiatrists. At St. Thomas’s hospital they 
were then transferred and the therapy was carried out by lay therapists, thus the initial 
assessment and subsequent therapy was not carried out by the same clinician. At the 
Cassell hospital the initial assessment and the therapy was carried out by the same 
therapist, in all cases except one. Due to a delay of some months between the initial 
assessment and the availability of a therapist, Andrew was assessed by someone other 
than his therapist.
Research interviews with all the subjects, were conducted by myself before therapy 
started but after the patient had been assessed to be suitable for brief psychotherapy. 
These interviews focused on how the subjects saw themselves and their difficulties. 
Similar interviews were conducted after the ending of therapy with Mary, Steven, John 
and George. The other subjects were either refusing to participate in an after-therapy 
interview or did not respond to requests to be interviewed for reasons unknown. 
Transcripts of these interviews can be found in appendix 3.
An independent assessment of transcribed sessions for each patient by a senior Kleinian 
psychoanalyst is also included. These can be found at the end of the results chapter for 
each patient. The independent assessments for each patient, were carried out by a senior 
psychoanalyst with no prior information about the subjects/patients. He was asked to 
comment on, what he felt was going on in the therapy process and also on how the patient 
was functioning in general.
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3.3. Methodologies used in the analysis of the Psychoanalytic Discourse
Defences and defensive mechanisms have traditionally been described in Psychoanalysis 
descriptively, without reference to the process within which they occur. In other words 
the centrality of the discourse which gives rise to the defences has been neglected. 
Therefore it is the aim of this work to locate and describe the defensive mechanisms 
within the process that takes place between patient and therapist, to describe the 
psychotherapeutic discourse as it happens.
In this thesis the process is examined from a number of different angles. In each of the 
results chapters (chapter 4-10) there will first be a general introduction to each patient. 
Thereafter the transcripts of the psychotherapy sessions are analysed in a number of ways. 
Initially a subjective/intuitive analysis is offered as an introduction with reference to 
defences and defensive style employed by the patients in the interaction. A detailed 
argumatics analysis is carried out on 1-4 session per subject. The number of sessions 
analysed in detail was determined by how the typical mechanisms were presented in the 
different sessions and in order to demonstrate change in the pattern of defences when 
changes were felt to occur. If the defences did not significantly change over the therapy 
sessions it was felt that to analyse more than one session in depth, would not to provide 
new information.
The argumatics analysis shows the patients’ and therapists’ arguments and counter 
arguments as they unfold during the therapy process. A rotated histogram per subject 
showing changes in frequencies of important themes, or specific preoccupations is 
included in the results section for each subject. Finally the independent assessment by a 
senior Kleinian psychoanalyst of one session per subject is included in full in the results 
chapters for each subject.
Subjective/ intuitive analysis
This section serves as an introduction to the nature of the interaction between patient and 
therapist. The subjective/intuitive analysis involves identifying such issues as a patient 
using defences, or distinctly one-sided arguments, or demonstrating a tendency to destroy 
meaning by responding to a therapist intervention on a different level of abstraction etc. It 
was felt that the subjective/intuitive analysis closely mirrors the activity of a therapist in a 
session.
In addition the nature of the anxiety, or indeed any apparent lack of it, will be noted. In 
other words, does the anxiety displayed by the patient seem persecutory or depressive (as 
defined by Klein). Persecutory anxiety is closely linked to paranoid thinking, which in
62
turn is linked to an excessive and inappropriate fear for one's own safety in the absence of 
identifiable threats. In addition, any evidence of a capacity for concern, as expressed by 
the patient in terms of significant others is noted.
Argumatics methodology, as applied in the present study
Argumatics has been adapted for this research in order to identify defensive mechanisms 
and conversely also moments when the patients/subjects are able to think in a relatively 
undefended fashion. In addition the therapists’ inputs have been examined in the same 
way. The argumatics analysis consists of examining the statements (Claims) that the 
patient makes and how these are supported, in other words what 'evidence' is used. In 
addition it may be significant to note what alternatives are discussed or not discussed and 
perhaps avoided? The argumatics analysis makes possible to expose the underlying logic 
of the arguments, or the underlying ‘irrationality’ of the arguments of both patient and 
therapist. This in turn enables conclusions to be drawn about the effects of defensive 
mechanisms employed by the patient or the therapist, in each patient/therapist pair.
In the detailed analysis for each patient an analysis is also carried out of the therapist's 
input, i.e. his/her challenges (Challenges) to the patient and how these are supported. Key 
sessions are looked at in greater detail. The conclusions are, when appropriate, cross- 
referenced with the independent psychoanalyst's evaluation. Additional information is 
used from other material, such as from initial assessment interviews and final interviews. 
In some cases additional material was available such as assessment notes, follow-up 
interview notes or written material used in the CAT therapies. When relevant these were 
referred to. Selected section of the transcripts were be analysed in detail using 
argumatics.
As described in the previous chapter, the techniques adapted for this research are based 
on argumatics as developed by Toulmin, and applications developed by Hogberg (1984), 
for his study about the Swedish Energy Debate. Hogberg presented this as as a ‘case 
study’ using Toulmin’s argumatics. In Toulmin’s original schema, argumatics involves 
identifying how an argument (Claim) is constructed at any given time. By applying these 
techniques it is possible to examine the 'building blocks' of any argument both explicit 
and implicit. It is these ‘building blocks’ or components of argumentation, which 
Hogberg using Toulmin’s original schema, worked out in detail. It is Hogberg’s version 
of Toulmin’s original set of categories, which form the basis for the argumatics 
framework in this study and will be described in detail in this chapter. All the included 
categories are Toulmin’s/Hogberg’s except for the category of ‘Challenge’. This
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additional category was introduced for this study as it was felt that this would more 
accurately reflect the nature of the interaction to be studied.
It is also possible using this method to identify what other factors in an argument may be 
ignored either consciously or unconsciously, in order to make the argument coherent.
The methodology which has been adapted for the purposes of this research was tested out 
by three researches acting as assessors in the trial of the methodology. One assessor had 
much experience but was unfamiliar with its use for the purpose of analysing clinical 
data, another assessor had some experience of the use of the methodology and with 
psychotherapeutic experience. The third assessor had psychotherapeutic experience but 
had no experience of using the methodology. The inexperienced assessor received 
detailed instructions in the use of the methodology. Two sessions were chosen at random 
from the data. These two sessions were then coded by each of the assessors 
independently. The results of this exercise showed a high degree of correlation. 
Differences occurred in the exact wordings used by the assessors of for instance implied 
communications by the patients and therapists, but the content of all the coded 
communication implicit and explicit, showed a high degree of correspondence.
In this way it was possible to achieve confirmation of reliability of coding from the 
consistency of the results of these assessors.
The analysis of the data in the transcripts, involves identifying the following 
components:
• Claim(C)
This is the output of an argument. It can be either explicit or implicit. It is the conclusive 
statement produced by the argumentation. A Claim may have a controversial nature and 
answers the question: WHAT ARE YOU TRYING TO SAY? That is, it is what the 
patient wants to put forward as his 'rational' conclusion. For instance a patient may say: 
My problems are of a physical origin.
• Challenge (Ch)
This is a statement or a suggestion made by one of the participants of an interaction, 
which challenges a held belief or a previously made Claim, the belief may be explicitly 
held or implicitly held. It follows an explicitly or implicitly stated: I HAVE REASON TO
QUESTION For instance the therapist may in response to a Claim made by the patient
say: 'It is not clear how you face your own doubts in life.
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• Data or Grounds (D)
This may comprise experimental observations, matters of common knowledge, statistical 
data, personal statements, or other comparable 'factual Data'. It gives the answer to the 
question: WHAT DO YOU HAVE TO GO ON?
For instance a patient may offer as grounds for his statement that his problems are of a 
physical origin something like: My symptoms started after an infection.
That is (C) or a (Ch) is followed by (D), because of (D) therefore(C) or (Ch).
• Warrant (W)
The argument might appear a bit thin without additionally making the mental jump from 
(D) to (C) clear. That is the Warrant answers the question HOW DO YOU GET THERE? 
This authorising function of the Warrant can generally take the form of assumptions, 
regarding, for example: possibilities of generalisation, general laws of nature, statutes, 
models or rules. For instance the patient in the above examples may present as a Warrant 
for his statement that his problems are of a physical nature. Because my problems started 
when I had an infection it means that the problems are physical in nature. The Warrant 
can be either explicit or implicit.
(D) therefore (C) or (Ch) because of (W)
• Backing (B)
The Backing serves the purpose of increasing the credibility of the Warrant or directly the 
Claim. That is, it consists of statements that further build up and support the basic 
argument. It may draw on for the arguer unquestionable authority, such as God, generally 
accepted beliefs, or deeply held personal beliefs, which the arguer feels that the opponent 
will respect if not share. Backing has to do with the facts supporting the way of arguing, 
often expressed in the Warrant. The Warrants normally 'draw their strength and solidity 
from the further', substantial supporting consideration. The Backing can be either explicit 
or implicit. In the example used above statement such as: The doctor diagnosed me as 
having an infection, might serve as a Backing together with more implicit ones such as ' if 
I have been troubled ever since my infection this indicates that my problems are physical 
in nature. It can also represent a dialogue or the resulting values of previous dialogues 
with authorities, such as: we have all been taught the virtues of honesty, therefore one can 
assume that values relating to honesty are commonly held by the opponent. The Backing
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may also consist of values not necessarily shared with the opponent but instead with an 
authority or a collective authority such as The Bible with an individual who is religious or 
past learning or experience with for instance a therapist, a dialogue with an ‘internal 
supervisor’.
• Rebuttal (R)
The Rebuttal is made manifest by identifying extraordinary or exceptional circumstances 
that might undermine or weaken the force of the supporting arguments. It may also 
include alternative interpretations of the Data. This can be either explicit or implicit, but 
tends to remain implicit. The patient may make the Rebuttal explicit either in order to 
protect his original argument by as it were anticipating the weak points, or he may voice 
it as a result of the original argument weakening in his mind. The difference will become 
clear from the context. The Rebuttal could follow the phrases, UNLESS OR IF NOT'. 
The opponent when stating a Rebuttal, probably starts by saying something like 'yes but'. 
A Rebuttal for the patient may be something like: my problems are of a physical if the 
infection is still there in some form, but if the infection is cured my symptoms may 
indicate a psychological conflict.
• Qualifier (Q)
Qualifiers consist of phrases used to indicate strengths and limitations in the argument. 
HOW VALID IS THE REASONING? Expressions like 'certainly, presumably, maybe, 
plausibly' etc. often coupled by stating the conditions of validity of the proposed 
argument show that Qualifiers get into the argument. For instance, surely the fact that my 
problems started at the time of the infection means that....
• Alternatives (A)
Under this section alternative interpretations of the Data are listed, if you like alternative 
Claims. This category remains almost always unstated, because by its' nature it may 
undermine the argumentation. It can however be a category of great interest for the 
present research. For instance the patient may claim his symptoms are of a physical 
nature, because his problems started at the same time as he suffered an infection. The 
Alternative Claim may in fact be something like, 'although my symptoms started when I 
was ill they may still be of a psychological nature.’ There may be many Alternatives. The 
Alternative is the exploration which may or may not be referred to but which does not 
take place.
Using this methodology it is possible to explore the degree of rigidity in the 
argumentation, that is are Rebuttals voiced. The nature of the Warrants and the Backings
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used explicitly as opposed to implicitly, shows us something about how the patient is 
attempting to protect (defend) himself and his arguments. It is assumed that by using 
argumatics it is possible to pick up something about the nature of the defences, even if 
indirectly. This will be illustrated in detail with the first subject in chapter 4.
Defences and related mechanisms which will be identified in the process o f  
psychotherapy
As described in chapter 2 the following categories have been proposed as candidates for 
identification as process patterns evident in psychotherapeutic discourse.
• Concrete thinking
Within psychoanalytic theory concrete thinking constitute both a form of denial and a 
form of destruction of meaning in a characteristically concrete fashion. It usually 
indicates that the individual functions on the paranoid-schizoid level. This will be 
identified from the context and from the argumatics analysis of the patient’s main 
argument. That is the context, of what the patient is expected to think about, and from the 
nature of the patient’s Claim and possibly also from the nature of the supporting Warrant 
and Data.
• Projection
Operation whereby qualities feelings, wishes etc, which the subject refuses to recognise 
or rejects in himself, are expelled from the self and located in another person or thing. 
Projection is a defence of primitive origin which may be seen at work in paranoia, but 
also in ‘normal’ modes of thought such as superstition. Projection is a form of 
displacement but more specific. Projection is often used to justify one’s own feeling state, 
such as I don’t need to worry about anything, because you have the problem. A form of 
Projection is called projective identification, where the subject projects a feeling state 
into somebody, and at the same time through subtle forms of behaviour forces the 
recipient to behave in accordance with the projected feelings.
In the analysis projection will be identified from the context and from the constituents of 
the argumatics analysis of the patient’s main argument. In the preliminary trials of the 
methodology evidence of the fact that the communication was a projection was found in 
the Warrant or sometimes in the Backing.
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• Denial
Denial can involve both denial of painful external issues and a denial of aspects of the 
self. In order to identify whether something like denial is taking place, the context needs 
to be identified. The context will be identified from either the therapist’s input the 
Challenge, or from the patient’s earlier input the Claim, that is what issue is the patient 
trying to address. The argument that, the patient puts forward in response to the 
therapist’s Challenge, is analysed. The constituents of this argument show if denial is 
employed and how it is employed. Sometimes it is possible to use the patient’s later 
arguments as additional evidence for the fact that denial has been used.
• Destruction o f Meaning
Destruction of meaning might seem like a curious ‘defence’. What could possibly be 
gained by destroying meaning? What is attempted here is the cutting of links of affect. 
The way this will be identified will be by finding a mismatch between the therapist’s and 
the patient’s communication. This will be done in the same way as in identifying denial, 
by the context and the content of the therapist’s and the patient’s communication 
dissected by argumatics.
A destruction of meaning can be seen when the patient insists on communicating or 
responding to the therapist by changing the level of abstraction. This changing of levels 
of abstraction can be seen as a mismatch between the patient’s Claim and the therapist’s 
Challenge. For example, the therapist may put forward a suggestion that the patient might 
have feelings about the late starting of the session. If the patient responds by discussing 
something unrelated or even discussing lateness in an unconnected way, then the meaning 
of the therapist's communication has been destroyed.
• Omnipotent thinking
Omnipotent thinking is characterised by a form of uncritical belief in ones own ability to 
perceive anything that can be perceived or think what can be thought about. There is a 
quality about this type of thinking which excludes the abilities of others to perceive or 
think. These instances will be identified from the context as described above and from the 
detailed dissection of the argument, which the patient is presenting. In the evaluation of 
the methodology it was found that the nature of this kind of argument could be identified 
in particular from the nature of the Backing.
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•  Displacement
This represents the notion that an idea’s emphasis, interest or intensity is liable to be 
detached from it and passed onto other ideas, which were originally of little intensity but 
which are related to the first idea by a chain of associations. This occurs primarily in 
dreams, but also in for instance phobias. Laplanche and Pontalis argue that displacement 
has a clearly defensive function.
As in the above this will be identified from the context, and from the constituents of the 
patient's’ argument as dissected by the argumatics analysis. Later communication by the 
patient, verifying the use of this mechanism will be used if available.
• Reaction formation
This means that the anxiety provoking thought or idea is turned into its opposite. This will 
be identified from the context and from the patient’s Claim. Later communication by the 
patient verifying the use of this mechanism will be used if available.
• Introjection /Internalisation
This means that the subject transposes objects and their inherent qualities from the 
outside to the inside of himself. In its defensive capacity, introjection involves 
internalising, for instance a lost object, or defending against anxiety about one’s internal 
states by introjecting the ‘ good object’. As above this will be identified from the context, 
the argumatics analysis and later confirmation from the patient if available.
• Identification
In a defensive sense this means that the object and the self are regarded as the same. The 
classical example of this is the identification with the aggressor. This will be identified 
from the context as above and from the dissection of the patient’s main argument.
• The Manic defences
These are a clusters of defences employed specifically against the recognition of the 
qualities of the object. Klein locates theses as coming into play as a defence at the 
threshold of the depressive position. The important issue is to deny any feelings of 
dependence on the object. Thus a number of defensive strategies may come into play. 
However what distinguishes these as manic defences is what they are defending against. 
The context and the detailed dissection of the patient’s arguments will make it possible to 
identify the important elements. Patient’s later communication may give further 
confirmation to the conclusions drawn from the analysis.
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Other aspects, which will be identified
In this context it is also important to describe what ‘non pathological’ functioning may 
look like. It is believed that this can also be described using argumatics. The following 
will be of interest:
• Nature o f anxiety
As described by Melanie Klein the predominant anxiety in the paranoid-schizoid position 
is persecutory in nature, and in the depressive position of a depressive kind. Depressive 
anxiety has as a central feature that it encompasses concern for the object. The nature of 
anxiety will be judged from the argumatics analysis as and when appropriate. The nature 
of anxiety is apparent from the context as defined above and from the detailed dissection 
of the patient's communication.
• Capacity to think/feel
This final category includes moments when the patient explores in a relatively uninhibited 
way. These are moments when the patient can tolerate anxiety. Sandler & Sandler 1978 
claim that a capacity to think is linked to a capacity to feel. Thus it is important to identify 
and describe moments in the patient’s therapy when thinking and feeling are evident 
without an excessive need to defend against these. These may be just fleeting moments 
but will nevertheless possibly constitute movement in the therapy process. As above these 
can be identified from the context and from the argumatics dissection of the patient’s 
contribution.
Histograms demonstrating major preoccupations o f the patient’s and degree o f  
awareness o f another person
In each of the chapters 4-10 a number of sessions for each patient will be further analysed 
in terms of how many statements the patient makes in relation to a number of relevant 
categories. Rotated histograms showing the changing concerns for each patient is 
included for each of the subjects in the results chapter for each patient. The following six 
categories are used for each patient:
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• The patient demonstrates a capacity to reflect on his/her own feeling states. This 
tends to suggest that the patient can tolerate the confusion and ambiguity of such 
states rather than take refuge in, such things as, intellectualisations or projection etc.
• The therapist's suggestions are not considered, indicating possible persecutory 
anxiety, resistance, or a need to deny the relevance of what is being said.
• The therapist's suggestions are considered, indicating some willingness to co-operate. 
This suggests that the persecutory processes appear to be in some sense limited.
• Awareness of another person's situation is expressed, indicating a possible capacity 
for concern.
• Somebody is perceived as unhelpful/hostile, indicating possible persecutory anxiety, 
or paranoia.
• Somebody is perceived as helpful/kind, indicating the possible existence of some 
good internal objects, i.e. that the internal persecutory processes are in some sense 
limited.
In addition, further categories, specific to each individual patient, are added in order to 
reflect that patient's individual difficulties. These are categories similar to the above six 
in so far as they appear to reflect the nature of the anxiety and defensive styles of the 
patient. The specific categories relate to repeated references (or indeed sometimes the 
surprising absence of such references) to significant issues in the patient's life. These 
categories have been identified by reference to what has followed such introductory 
words as: I feel..., I think..., I am worried that..., It concerns me that.... These statements 
may or may not have been prompted by something the therapist has contributed.
The histograms are compiled by using frequency counts of how often the patients 
mentioned their major preoccupation and how often the patient mentioned significant 
others, ignores or acknowledges the therapist comments.
The independent Psychoanalytic Assessments fo r  each patient
A senior psychoanalyst was given transcripts of one session per patient on which to 
comment, with regard to what he felt was going on and what defensive mechanisms were 
employed. This was done in order to bring in an additional dimension, similar to what 
happens in psychoanalytic supervision.
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The next chapters 4-10 will present the results of the analysis for each patient, which will 
then be followed by a discussion of the finings in the later chapters.
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4. Results: John
This chapter introduces the first one of the subjects. Included in this chapter are a short 
background to the patient, a subjective/intuitive analysis of selected sections of this 
patient’s therapy sessions, a detailed argumatics analysis of sessions one, two six and 
eleven. The text in bold is the verbatum interaction between the therapist and patient. It 
often contains repetitions, hesitations and clumsy language. These have been kept to 
maintain the authenticity of the therapy process. Included also is a rotated histogram 
showing changes in the patient’s preoccupations as expressed in five selected session 
from the beginning, the middle and the end of therapy. An independent assessment of 
session one by a senior Kleinian psychoanalyst is included and discussed. Finally a 
summary of all the the presented material is included with reference to before and after 
therapy interviews conducted with the patient for the purpose of this research. Transcripts 
of the before and after therapy interviews can be found in appendix 3. Notes on John’s 
initial psychotherapy assessment can be found in appendix 1. The interview shedules used 
for the before and after interviews can be found in appendix 4. The complete transcripts 
of the recordings of John’s sessions of psychoanalytic psychotherapy are available on a 
CD-rom, appendix 5, available on request from the author.
4.1. John
John is a 44-year-old priest who was referred for psychotherapy because of panic attacks 
associated with tachycardia. He was referred to the Cassell hospital and underwent twelve 
session of brief psychoanalytic psychotherapy.
John presented as a pleasant, slightly chubby man. He was very concerned about a 
number of physical symptoms he had been experiencing. Medical investigations had not 
showed up anything significant. There had however been many important changes in his 
life lately. His mother had died, he had left his childhood home for the first time and he 
had joined the clergy. His relationship with a colleague was very difficult.
John was invited to talk about his life in the assessment meetings. He remembered his 
childhood as happy and uneventful. He and his brother and sister were adopted, John at 
the age of 2 months and his siblings also in infancy. He mentioned a desire to trace his
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real parents but had so far done nothing about that as he felt his adopted parents would 
disapprove.
John admitted to being homosexual. He had in the past had a few short-term 
relationships, with men who later married. He maintained that his homosexuality did not 
cause him any problems, and added that sex was not something he was much concerned 
about. He entered theological college in his teens but failed important exams. Therefore 
John left to work for the railways, but returned to theology later and had only recently 
been ordained as a priest. The relationship with a senior college was frequently referred 
to during the initial interview. John felt great anger towards this colleague but felt unable 
to express it, ‘in case it would kill’ this man (give him a heart attack). John was offered 
12 sessions of brief psychoanalytic psychotherapy.
Therapy
As John is the first subject his sessions are analysed in significant detail and the use of the 
methodology will be discussed as the analysis progresses. The events unfolding during 
John’s therapy will become clear from the analysis and from the summary at the end of 
this chapter.
4.2.1. Session 1 
Subjective/Intuitive analysis
The patient has been seen a few months earlier by the therapist for preliminary 
assessment interviews.
John starts the session by complaining about his symptoms; in fact within the first couple 
of minutes there is some suggestion of persecutory anxiety, expressed as inappropriate 
fear for his own safety.
Patient:'...and having unfortunately a very vivid memory of those things that 
particularly brought the tachycardia and the other nervous symptoms, whenever I’m 
in a similar situation they automatically come back. And so there’s always now an 
anxiety about the next situation that's going to occur when those symptoms are going 
to appear.'
This may at first sight seem like an innocent remark but within the context of the patient 
having had repeated reassurance that his symptoms were not medically significant it 
appears that these remarks are more likely to be an expression, reflecting his emotional 
state.
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The therapist is frequently in this session left with the task of bringing in the possibility 
that emotional factors are at play too. The therapist’s comments however are greeted by 
more talk about symptoms. For instance the therapist points out that the patient seems to 
keep ideas of what may be physically based and what may have psychological bases as 
completely separate.
Therapist:'...you also distinguish something which you talk about this unbalanced 
sensation in your head which in a way you’re presenting it as something that you feel 
is quite separate and I don't know whether your seeing it as something which we can 
discuss here or make sense of here or whether you're separating it out as something 
else completely.
Patient: Well, I see it as something, as quite separate, its interrelated because the 
tachycardia and umm the shaking and all that sort of thing and the hyperventilation, 
that was caused by stress. That seemed to go to my weakest point which was that 
sense of unbalance....'
The patient is doing two things, firstly, although paying some lip service to the therapist's 
suggestion, he is basically unable to entertain any possibility that deeper psychological 
reasons may be at play, and secondly destroys the line of enquiry that the therapist is 
attempting to introduce. Therefore it seems that denial and destruction of meaning are at 
play here.
Another example of destruction of meaning in the sense of not communicating on the 
same level of abstraction with his therapist can be found about 15 minutes into the 
session.
Therapist: 'I’m thinking this unbalanced sensation might have a psychological 
meaning to it. But I'm wondering about your, you feel a need or a wish to have 
something to hold on to, to deal with this unbalanced situation and I was wondering 
what you said when you came in first, it does not seem such a long time since we last 
met. I wonder what you might have had to hold on to deal with the unbalanced 
psychological situation.'
The therapist is in this instance trying to translate the patient’s communication into 
something concerning the patient’s internal world, not his concrete ‘symptom filled 
world’. The patient responds by, as if, not understanding, and does in fact change the 
level of abstraction once again into something practical, and concrete. In the following 
manner:
Patient:'...since I last met you I’ve been on holiday and my own parish priest as you 
know resigned, and so when it came to conducting services I've been able to fashion 
the priest who has gone from the parish where I was had a thing about not using any
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church furniture. He always wanted to be out in front, talking very directly as the 
man in charge. Whereas using church furniture in the natural way I’m never in a 
situation where if the room just suddenly gives a lurch there's just not something for 
me to hold on to while it passes and get on with it.'
Another example of the same occurs when the therapist about halfway through the 
session attempts to talk to the patient about his difficulties of considering emotional 
factors at all. The patient destroys this in the following manner:
Therapist: 'I'm aware how when I asked or commented in an open sort of way about 
perhaps there's something that might be psychological to hold on to, to deal with 
some sort of inner sensation of imbalance in your mind there’s, it was very difficult 
for you to follow that possible psychological train of thought, that the symptoms, the 
physical explanations and ways of trying to think about dominate very much...'
Patient:’ (Laughing) I suppose that was always being a great lover of chemistry at 
school. Whenever Dr. Francis has given me a drug he has always told me the 
physical processes by which they worked so I suppose it’s because I can't understand 
the psychological road in the same sense that I can understand the physics road but it 
puts my mind to thinking of physical, one's mind would always go to the known 
rather than the unknown I think.'
The interaction continues in this fashion between the patient and the therapist. The 
therapist tries to talk about psychological aspects and the patient repudiates every attempt 
to create psychological meaning. Towards the end the therapist confronts the patient as 
follows:
Therapist:' I wonder how it was that you were able to deal with that sensible, 
rational way of looking at things and still come along here looking for some sort of 
psychological meaning to your life, what’s been happening?'
Patient:' I suppose because my GP had, at the time of seeing my GP in Dover and 
then the GP here, the tachycardium and all the psychological reasons had taken such 
a grip they weren't too ready to grasp what the thing that triggered it all in the first 
place. But it’s dragged on for so long now that even if Dr Frances could cure the 
physical imbalance overnight I'm sure that my reflex action, psychological action all 
the physical symptoms would still come back because they got so used to making 
their appearance. And my life
isn't such that I can do graduated things to get rid of it.'
The above statements by the patient are clearly very confused, and appear to be an 
attempt to answer the therapist’s questions without actually addressing them. Which is in 
itself another way of destroying meaning.
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In this session a battle has been set up in which the therapist is discussing one thing and 
the patient something else, but in order for this distortion to be maintained defences are 
employed over and over again. The exploration remains superficial on the part of the 
patient. In addition it is worth noting that no reference was made to any ‘significant 
other’, past or present in this session. The only other person mentioned in passing was the 
troublesome college.
4.2.2. Argumatics analysis o f session 1
This analysis is an attempt to demonstrate the way in which meaning is negotiated in the 
session and how the defences come into play. This will be done taking selected vignette 
and analysing them one by one.
Patient: The first thing in the morning is the one time when I’m likely, when I wake 
up that there are none of these generalised nervous symptoms at all. And then when 
I get up they come on suddenly and they're then with me for the morning and the 
afternoon. And roundabout now, at this time of the day they often disappear 
altogether. And I don't know, but would it affect the fact that if I took medication in 
the form of Larazepam, which I do the first thing in the morning at about 8 o'clock, 
would that be through the system by say 
the afternoon?
Therapist: I'm not sure that that sort of real question , you know, whether it makes 
sense for us here to get into talking about medication getting through the system and 
information I'm sure that perhaps your GP might give you, you’ve clearly 
distinguished something which you feel is psychological or has psychological roots.
Patient: Yes the effect of the last parish priest.
Therapist: and you also distinguish something which you talk about this unbalanced 
sensation in your head which in a way you are presenting it as something that you 
feel is quite separate and perhaps I don't know whether you are seeing it as 
something which we can discuss here or make sense of or whether you're separating 
it out as something else completely.
Patient: Well I see it as something as quite separate but it was that that brought all 
the other things on. So although it's separate it's inter-related because the 
tachycardia and the um shaking and all that sort of thing and the hyperventilation 
that was cause by stress last year, that, that seemed to go to my weakest point which 
was the sense of unbalance. But the sense of unbalance had been there at different 
times before any of this business occurred....
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Therapist 1
m
Maybe patient is not used to this way of thinking
Unless patient is right and the problems 
are physiological
You are here (not explicit) seeking 
psychological help yet you will not consider it
Which part of your symptomatology 
could in your opinion be approachable 
psychologically
It appears that most of what you present, 
you already have a physiological' 
explanation for
When a patient seek s psychological help it is 
reasonable to expect that patient addresses 
psychological level
Diagram 1 - Therapist The Challenge that the therapist introduces is via a question: 
‘Which part is the patient prepared to entertain might have a psychological bases. The 
Data to this Challenge is the fact that from the material it appears that the patient already 
has got an explanation for his symptoms and that does appear to be physiological. The 
Warrant, although not verbalised here is that this patient has come for psychological help 
and yet does not appear to want to entertain anything psychological. The Backing 
similarly is not verbalised but could be that if a patient seeks psychotherapy it is 
reasonable to expect him to address himself to the psychological level. The Alternative 
could be: maybe that the patient cannot or is not used to thinking along these lines. The 
Qualifier: The patient may be right, in spite of contradictory evidence.
The therapist is challenging the patient to think again about what he is saying. The 
therapist is doing this by amplifying the concrete reasoning which the patient is 
introducing.
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Unless it is all related
have experienced imbalance before
Even imbalance may have psychological explanations
The fact that I have experienced unbalance 
before must mean it is unrelated
Although unbalance is separate, it brought 
all other things on, so it is intertwined
Tachycardia, shaking and hyperventilation were 
caused by stress but not the feeling of unbalance
m
Patient 1
Diagram 1 - Patient The Claim is that the hyperventilation and shaking had been caused 
by stress (psychological) but the feeling of unbalance was not.
The evidence offered or the Data this Claim is based on, is that the patient had 
experienced feelings of unbalance before. The Warrant is that, ‘although the feeling of 
unbalance are separate, it brought on the other things, so it is intertwined’. The Backing 
(not verbalised) is that as the patient had experienced unbalance before it must mean 
therefore that it has a different origin. The Alternative (not verbalised) is that there is a 
possibility that all the symptoms have a psychological origin. The Qualifier is that the 
symptoms listed are separate unless they are all related.
The patient is struggling to rise to the Challenge, which, the therapist has offered. That 
is, he tries to give an impression that they are 'speaking the same la n g u a g eH e  is 
answering the question put to him, but he is at the same time denying the existence o f  a 
psychological reality. His argument rests on very shaky ground, he argues, that because 
one symptom has existed previously this must necessarily mean that it is o f a different 
origin now. Thus there is a denial o f the possibility that it all could be o f  psychological 
origin, that is a Claim, which is made in the face o f  contradictory evidence. The Claim is 
poorly argued, that is without a solid Backing (which is either agreed between therapist 
and patient or generally accepted). Splitting is created between a concrete reality and a 
psychological reality. The analysis suggests that there is a mismatch in the 
communication as basic assumptions are not shared such as i f  one comes for
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psychotherapy it is reasonable to think in terms o f a psychological reality. Thus the 
thinking is concrete in nature.
Patient:....My main difficulty at the moment is because these physical 
unpleasantnesses occur I want in my heart of hearts to... to avoid the situations that 
occur that bring them on and that can be arranged but at the same time when the 
crunch comes and you really do have to do something that brings them on it's far 
worse than if you sort of dabble gently into the phobic area all the time and not let it 
totally take over. I don't know if when I last came to you I said that um one of the 
things I've become very uneasy about doing things that I haven't done for a long 
time. And so one would have been going into crowds, you know without a car, by 
public transport and that because of the feeling of unpleasantness, this unbalanced 
situation, so in the course....
Therapist: I am wondering about your phrase 'this unbalanced situation'. And I'm 
not thinking of it just in the physical sense. I mean that’s what you were meaning this 
physical sense.
Patient: Yes.
Therapist: I’m thinking this unbalanced sensation that might have a psychological 
meaning to it. But I'm wondering about your, you feel a need or a wish to have 
something to hold onto, to deal with this unbalanced situation and I was wondering 
what you said when you came in at first, it doesn't such a long time since we last met 
in the summer. I wonder what you felt you might have had to hold on to to deal with 
the unbalanced psychological situation?
Patient think it’s the fact that I've never in..., since I last met you I've been on 
holiday and my own parish priest as you know resigned, and so when it came to 
conducting services I’ve been able to fashion the priest who was gone from the parish 
where I was had a thing about not using any church furniture. He always wanted to 
be out in front, talking very directly as the man in charge, whereas using church 
furniture in the natural way I'm never in a situation where if the room just suddenly 
gives a lurch there’s just not something for me to hold on to.... Where this feeling of 
unbalance first occurred it did happen to three other people at the same time because 
of the origin of it was in a germ that was going around....
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Therapist 2
m
You appear to have a need to hold onto 
something
Patient appears to need to hold onto the 
physiological explanation
Maybe psychological explanations are too 
frightening to even think about
I wonder what you have had to hold onto to 
deal with the unbalanced psychological 
situation you told me about
(The intensity of denial) + the fact that no 
physiological problem really exists must mean 
the problem is psychological
Diagram 2 - Therapist The Challenge posed by the therapist is that he wonders what 
actually the patient has had to hold onto lately, to get him through a difficult time.
The Warrant is not verbalised explicitly but is that the patient appears to need to hold 
onto his physiological explanations. The Backing although not verbalised could be the 
intensity of the denial of needing to think and the fact that there appears not to be any real 
physiological problems. The Data is a statement that the patient appears to need to hold 
onto something.
This is attempting to communicate with the patient on a metaphorical ‘non -concrete ’ 
level. The empathy that the therapist is not expressing might be that it may be difficult for  
the patient to understand or to use Challenges on this level at this stage.
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Patient 2
m
may need to be without furniture
I find the idea of psychological 
issues too frightening
If you have something to hold onto, 
you don't get so anxious
I am never now in a situation without 
furniture to hold onto so
All that is needed is to arrange external reality 
(furniture) so that I dont have to worry
I am feeling a bit better because I have 
been on holiday, and I can hold onto church 
furniture if I feel unbalanced
Diagram 2- Patient In response the patient’s Claim is that he feels better (why is he 
saying this at this point?) and then a statement that he can now hold onto church 
furniture. The Data on which he appears to base his statement of feeling better, is that he 
is never now in a situation without furniture to hold onto. The Warrant although not 
verbalised is that if you have something to hold onto you don't have to be so anxious .The 
Backing also not verbalised is that this can all be reduced to a practical problem and if 
only the right external situation can be arranged there is no problem. The Alternatives 
that psychological explanations are either too frightening or too incomprehensible are no 
acknowledged. The Qualifier that the furniture solution cannot be a permanent solution is 
also not verbalised.
A mismatch in communication has emerged. The therapist attempts to communicate on a 
psychological level and the patient is ignoring the Challenge and instead is insisting on 
continuing his communication on his concrete level, see Claim. It is difficult at this point 
to know exactly why the patient insists on not hearing the therapist's communication. It 
may be because o f anxiety or because o f incomprehension. From the Warrants and 
Backing it is also clear that the patient is coming from a different direction from the 
therapist. There is an insistence on operating on a concrete level and thus denying 
internal psychic reality.
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Patient:...You can see the symptoms underneath but they are enough to let you get 
on with things without having a wavy voice or breathlessness or anything like that. 
Is this adding up to any sort of picture at all? Well all I can say is that I can see the 
pattern of what’s happening but now I don’t know how to break it.
Therapist: Mm... It does, it does seem as I say a pattern of feeling very difficult to 
break here because you are stuck in this pattern of these physical symptoms, the 
physical explanation and trying to make sense of it that way. And it does seem to add 
up completely for you. And I, I’m aware of how when I asked or commented in an 
open sort of way about perhaps there is something that might be psychological to 
hold onto, to deal with some sort of inner sensation of imbalance in your mind 
there's, it was very difficult for you to follow that possible psychological train of 
thought, that the symptoms, the physical explanations and ways of trying to think 
dominate very much...
Patient: (Laughing) I suppose that was always being a great lover of chemistry at 
school. Whenever Dr. F. has given me drugs he's always told me the physical 
processes by which they worked so I suppose I've got a mind that tends to work like 
that. I suppose it's because I can't understand the psychological road in the same 
sense that I can understand the physics road but it puts my mind to thinking of 
physical, one's mind would always go to the known rather than the unknown I think.
Therapist 3
(Ch)
Unless he offers it
Maybe the patient cannot understand
It all adds up for you completely (the system is closed)
It appears very difficult for you to 
entertain a psychological explanation
Vour physiological explanations seem to 
add up completely (for you)
You appear stuck in a pattern of physiological 
explanations
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Diagram 3. - Therapist The therapist is offering the Challenge that it might be difficult 
for the patient to entertain psychological explanations, the Data behind this observation is 
that the physiological explanations seem to add up completely. The Warrant is that he 
appears stuck in a pattern of physiological explanations. The Backing is the same as the 
Data, that it all adds up completely, (that is, it is a closed system). The Alternative that 
the patient for some reason cannot understand a psychological explanation, is not 
verbalised, the Qualifier that the patient may be able to consider a psychological 
explanation if he himself offers it, is also not verbalised although there is some evidence 
of this later in the text.
The Claim and Data constitute a clarification and an amplification o f the patient's 
difficulties. They are comments on the nature o f the patient’s communication rather than 
comments on the content. The therapist is beginning to highlight the defensive style o f the 
patient.
, . Patient 3
(A)
(C)(D)
(W)
(B)
I cant understand the psychological road I've got a  mind that works on 
physical processes
Unless there is something I dont 
understand
was always a great lover of chemistry
The psychological road may be too 
frightening
One's mind would always go to the known 
rather than the unknown
Diagram 3- Patient The Claim that the patient offers is that he has got a mind that works 
on physical processes. The Data he bases this Claim on is that he cannot understand the 
psychological road. As a Warrant he offers that he is a great lover of chemistry. 
Furthermore he offers a Backing that is, ’one's mind would always go to the known rather 
than the unknown’. The Alternative is not surprisingly, not verbalised. It could be
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summarised as something like the psychological road is too frightening to look at (this is 
a reasonable assumption considering material from later sessions when the patient tells 
how he had earlier attempted to think of psychological options and this had led him to 
think of frightening possibilities such as having schizophrenia).
The therapist has attempted to draw the patient's attention to the fact that his thinking 
appears completely closed’ The patient has already got his explanations for his problems 
ready, there is, as it were nothing for the therapist to contribute. In response the patient 
does not address himself to that issue at all, but provides ‘an excuse' why he thinks the 
way he does. He goes onto justify his position by verbalising both his Warrant and his 
Backing, so as to ascertain agreement between him and his therapist about his Backing. 
I f  he were to receive agreement for his Backing, that would for him provide a 
justification to interrupt this line o f exploration. The Alternative that it all feels for him at 
this time too frightening is not verbalised. In fact, because the Claim is in this instance 
accompanied by Data, Warrant and Backing, none o f  them very convincing, it gives an 
impression that the patient is trying to hide something. The patient has by not addressing 
the issue which, the therapist attempted to bring up, managed to destroy the 
communication. He has demonstrated an inability or unwillingness to think about what 
has been presented to him, i.e. the Challenge.
The concrete nature o f the thinking is evident. It provides a way out o f  thinking about 
anything, which might provoke anxiety such as the Alternative.
Patient: I suppose the greatest sadness in it all was that when the unbalance business 
hit me that it came as such a shock because that was so related to my career, just as 
if I'd stayed with the railways and suddenly become colour blind, that would have 
meant that I couldn't go on but I suppose that as that is now a year on I’ve resigned 
myself to the fact that if things didn’t improve well I’d just have to do something else.
Therapist: Well I’m aware of your struggling to try and find the meaning for all 
that’s been happening. And I was puzzled by one of your statements about if you 
went colour blind with the railways you have to give up that job. If you remained 
unbalanced or whatever and it really affects your job as a priest then you have to 
give that up. And I was struck by in that way you said it, you didn't seemed to get 
across at all the meaning of doing priestly work as opposed to working with The 
railways. You know as if it was much the same sort of thing for you. And yet I doubt 
it.
Patient: Well er... in a sense yes it is because I’m coming from a high church 
tradition of Christianity one would see just as a priest has a priestly vocation, one 
believes that that's his work in life ... As I look back on my own railway career I can 
see people that were just literally made for that work just as people are literally 
made to be priests. It’s a rather modern idea to regard priestly - for Christians in 
general I would say it's a very modern idea to regard, well one from the last century
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- to regard a priest that; a priestly vocation and urn a vocation to something else is 
quite different. In classical Christianity one would see God as giving a vocation that 
might be that of a priest, a teacher, a doctor, a railway man or anything. Anything 
that they are absolutely at one with in the world, that seems to be right for them.
Unless for you rt is just a job
Being a priest is not the sam e as any other job
When you talked of being a priest and of 
working for BR it seem ed all the same
You talk of being a priest as though it 
is just like any other job
It may be too disturbing for you to think of 
meaning of priesthood
For you it appears the same
(Ch)
Therapist 4
Diagram 4 - Therapist The therapist offers a Challenge to his patient in response to the 
patient having talked of being a priest, as though it is comparable to working for the 
railways. The Challenge is that the patient talks (thinks?) of being a priest as though it 
was just like any other job. The Data is, how the patient had talked of his work. The 
Warrant he offers, is that in the patient’s thinking, presented earlier, both jobs appears the 
same. The Backing, which is verbalised here, is that to be a priest is not the same as any 
other job. The Alternative that is not verbalised is that maybe the priesthood is too 
difficult for the patient and presents him with too much potential disturbance. The 
Qualifier is, although not verbalised that maybe for the patient being a priest is just a job.
The therapist is trying to confront the patient with the peculiar quality o f his thinking. 
The therapist is doing this by trying to confront and amplify the nature o f the patient's 
communication.
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Patient 4
(A)
(D)
(W)
Unless I donl understand it
For me it is of equal value as BR 
might be for som eone else
In my Christian tradition one vocation is 
just like any other
I have seen  people just as "made' for their 
jobs at BR as priests are
It is a modern idea that a priestly vocation is 
something different
It is too difficult for me to think about what it 
means to be a priest
Diagram 4- Patient The Claim offered by the patient is that he feels that to be a priest is 
of equal value as working for the railways. The Data offered is that in his Christian 
tradition vocations are equal. The Warrant is that he has seen people just as suitable for 
the railways as someone else might be for the priesthood. The Backing, which is 
verbalised, is that the idea that priesthood is something different is a modem idea. The 
Alternative, which is not verbalised, is that it may be too difficult for him to think about 
what it really means to be a priest.
In this interchange the patient has dealt with the Challenge by challenging the 
therapist's assumptions in the Claim and Data. He is offering another entirely different 
type o f  Backing. By doing this he has altogether avoided the issue, which was brought by 
the therapist. He has in this way destroyed the meaning o f the communication from the 
therapist and has instead reverted to a concrete level o f  offering 'teachings’ andjustifying 
them by a form o f dogma. This is another example o f  denial ofpsychic reality.
Therapist: But how would you know what was right for you. Because this in a way is 
what I am puzzled about, puzzled as to whether you had a sense of what is right for 
you or whether you could work for The railways or as a priest or something else 
equally easily.
Patient: No I couldn't equally easily no. It seems to me that in the light of my 
Christian life my right place is to be a priest. But I also see with equal reverence that 
the right place for another Christian could be something else. Within sort of 
Protestant Christianity from the I can regard other vocations with equal
87
veneration but it's not mine. I chose the railway example because that was my 
previous career and I'd seen many people had to give up because a promotional 
prospect was there and their colour vision wasn’t up to it.
Therapist: And yet is does puzzle me. I mean I see what you're saying different 
vocations for different people and one is not better than another or whatever. I see 
that but for you, you were actually saying you were The railways or whatever you 
were working with in Dover, and now you are a priest. You could be something else 
if your sense of balance didn't allow you to be a priest.
Patient: I was trying to give the example of how someone else would feel if they'd got 
a definite sense of vocation, were ready to do something and there was something to 
hinder them. And I swung to that example because that was from my own working 
environment experience. Like a surgeon suddenly developing arthritis perhaps.
Therapist: But I'm sticking to your experience.
Patient: Yes, yes.
Therapist: And your experience of coming from an environment, a pleasant 
environment but with a, an experience without too much distress apparently from 
what you said, moving on to something else if your sense of balance didn't allow you 
to fulfil yours..
Patient: Well what I was trying to say was that that it came as a big shock to the 
system and its only now after a year that I could begin to resign myself to the fact 
that if I can't be a priest I can't be a priest. In the ordinary sense of a parish priest 
with its processions and thing where one's walking in that manner. If there is a, if it 
is just on a physical bases that can't be cured but if the psychological factors, if it is 
psychological factors that are causing it all well then maybe it can be brought 
around. I suppose the one thing I’m always doing is looking for steps to find a way of 
dissipating it.... I mean I know what I'd like to be doing now as a parish priest and 
the way I would like to feel as a parish priest and these physical symptoms are saying 
no, your not going to do that.
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You claim that you se e  working for BR 
as just the sam e as being a priest
With your claim that it is all the sam e, you canl 
know if you are doing the right thing
If you could work for BR just a s easily, can 
you know that being a priest is right for you
For som e reason it is difficult for you to 
discuss the conflicts for you in being a priest
(B)
m
(Ch)
Therapist 5
Diagram 5- Therapist Continuing in the same fashion the therapist is attempting to 
demonstrate the difficulty with the patient’s position, as stated above. He provides the 
Challenge that, if it is true, as the patient claims, that in some sense it is just the same to 
be a priest as it is to work for the railways, it follows that there might be some difficulty 
in knowing if being a priest is right for the patient. The Data is the patients earlier Claim 
and the Backing, which is verbalised is the logic of the situation that one cannot know if 
something is right for you if it is all the same. The Alternative, which is not verbalised, is 
that there is something very difficult about being a priest for the patient.
The therapist is trying to confront the patient with the consequences o f his thinking, by 
amplifying it.
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It is my place to be a priestBecause of my Christian life
Maybe I should not be a priest
Another vocation would not be me
All vocations are of equal value
CD)
m
co
Diagram 5- Patient The Claim produced in response to the Challenge is a denial of the 
Challenge and a denial of the patient's own earlier communication. The Claim is that it is 
the right thing for the patient to be a priest (that means it is not the same as being 
something else for him). The Data he bases this Claim on, is that it is right because of his 
Christian life. The Warrant is that another vocation would not be right for him (why is not 
explained). The Backing offered and verbalised is that all vocations are of equal value. 
The Alternative is not verbalised and could be that maybe it is not right for the patient to 
be a priest and maybe this is what his symptoms are telling him.
The patient is trying to reinforce his position by using a process o f  elimination o f any 
other possibility, see Warrant. This constitutes a denial o f having to think. The thinking 
is concrete in quality.
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I may not be able to continue a6 a priest
One cant be a priest if one cant walk
If my symptoms continue, I cant 
manage the processions of a priest
Maybe my symptoms are telling me that 
should not be a priest
If my problems are physiological they cant be 
cured but if they are psychological they may be 
curable
(D)
(B)
(C)
Patient 5a
In diagram 5a - Patient The Claim is made by the patient, that he may not be able to 
continue as a priest. The Data is that if his symptoms continue they might become too 
much of an obstacle. The Warrant is that if the symptoms are physiological they can't be 
cured but if they are psychological they may be curable, (why a statement like this is 
made is not clear). The Backing to the Claim is that one cannot be a priest if one cannot 
walk. The Alternative that, maybe the patient should not be a priest, is not verbalised.
The conclusion is reached, by the patient, together with the previous Claim that the 
patient knows that to be a priest is right fo r  him. This way o f  arguing protects him from  
considering the Alternative. The Challenge o f  the therapist is denied initially and then the 
possibility that the patient may have to give up priesthood is considered in a 'harmless' 
way, see Claim and Warrant (5a). The defences employed here are, denial o f  the 
possibility that the therapist might have a point and refuge is then sought in concrete 
thinking. In other words, the symptoms may make it impossible for the patient to continue 
as a priest for physiological or concrete reasons rather than for psychological reasons.
Therapist: How do you face your doubts about meaning in your life, meaning in your 
life as a priest?
Patient: I think with any, any aspect of life in general that there are certain things 
beyond our understanding and you have to take it. I mean life for a priest shouldn't 
be different from the life of any other Christian and their environment of life that 
they are living in.
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Therapist: Mm. You know I'm quite sure that that is the case and I’m quite sure you 
are very in touch with other people’s doubts about the environment and lives they 
are living. But I wonder how you face your doubts about your life? But as you say 
you are no different from other people no.
Patient: I’.. I don't think I can answer that because it’s too general, I'd have to think 
of indivi- because doubts tend to be of individual things and there are aspects of 
Christianity or any religion that to me don't make sense, but then to take the 
opposite argument it makes just as much lack of sense for example all sorts of things 
surrounding the problem of suffering and the purpose of creation and things like that 
but these are matters that are not peculiar to the priest. They are matters peculiar to 
anybody. As I suppose my own view is that there will always be things that are 
beyond man's understanding and that I've got no alternative but to live with them.
(A) Therapist 6
I C h )
It is not ctear how you face your own 
doubts in life
Thinking of uncertainties and 
doubts may be difficult for you
As a priest, you are in touch with 
other people's doubts
If one is in touch with other people's doubts, 
that must make you aware of your own
You say you are no different from 
other people, and all vocations are 
the same
Diagram 6 - Therapist The therapist is offering as a Challenge, the fact that given these 
sets of circumstances it is not clear how the patient can face up to his doubts in life. The 
Data is that the patient says that he is no different from other people, and all vocations are 
the same. The Warrant offered here is that as a priest he is in touch with other people's 
doubts. The Backing, which is not verbalised, is that, if one is in touch with other people's 
doubts it must make you think of your own doubts. The Alternative is not directly 
verbalised but implied, that is, that the patient has difficulties thinking of his doubts.
The therapist is trying to amplify the patient's inconsistent argument. He is confronting 
the patient by asking a strategic question.
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Some things are just beyond man's understanding
There are things beyond my understanding There are certain things beyond 
understanding for everybody
There are issues in Christianity which are 
beyond my understanding
m
Patient 6
Diagram 6 - Patient The Claim offered in response to this is that, there are certain things 
beyond understanding for everybody. The Data on which this is based is that the patient 
feels that there are things beyond his understanding. The Warrant is that there are issues 
in Christianity beyond his understanding, such as the purpose of creation. The Backing 
although not verbalised seems to be the same that some things just are beyond man's 
understanding.
The patient is using defensive mechanisms in order not to directly respond to or think 
about the Challenge. The patient avoids directly responding, by introducing 'teachings' in 
a concrete fashion. The result is that the communication and meaning is destroyed or 
does not take place in the first place. This also constitutes a denial o f  having to think.
Therapist: Well let's really take the specific, which I think is very relevant to coming 
here. Your doubts about coming here, your doubts about 12 weeks of therapy with 
me.
Patient: Probably because I'm too physically minded (laughing). Probably because I 
see the human body too much in it's chemical sense. You see if Dr. F says to me 'Well 
when you chew this tablet it's going to cut off that stuff that's going to chuck the 
adrenaline round your body and it's your adrenaline that's making you shake' that I 
can make sense of. My doubts of the course were quite simply that I didn't, don’t 
know how psychology trains the body back to equilibrium. I think often when you 
know how a thing works it works better for you. And I suppose the greatest doubt 
was not that it could be helpful but with all the ways it could be helpful the one thing 
right at the front of it all was that imbalance that led to the nervousness etc. etc. and 
that seemed to be the one thing that had a purely physical bases because it happened
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outside my priesthood and it happened to other people at the same time and when 
that origin started call-, when the symptoms of that original complaint started 
causing distress that's when it all took on it's psychological basis and I wondered if 
somehow that physical element of it, if it's separate, entirely separate from the 
psychological problems that followed afterwards, whether the psychology can work 
with that physical bit in front of it all, if that makes any sense.
You have doubts about coming here
Patient may not want to say
How do you specifically deal with your 
doubts about coming here?
It is curious that one seek s psychotherapy 
when one has so many doubts
You said you could not quite answer me 
about how you deal with doubts because 
it was too general
m
(B)
(Ch)
Therapist 7
Diagram 7 -Therapist The therapist is still continuing to explore how the patient is 
dealing with his doubts. The therapist offers the Challenge of how is the patient dealing 
with his doubts about coming to therapy. The Data is that he appears, from the material, 
to have considerable doubts as to the usefulness of psychotherapy. The background to this 
Challenge is that the patient was saying that he could not respond to the therapist’s earlier 
question about how he deals with doubt, because the question was too general. This 
serves as a Warrant here. The Alternative that the patient may not want to or be able to 
discuss doubt is not verbalised. The Backing is that, it is curious that one seeks 
psychotherapy when one has so many doubts about it.
The therapist is confronting the patient's avoidance, by following the theme o f  the 
patient's difficulties with thinking about doubts. This time it is done in the here and now.
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am too physically-minded
Unless I find out something new
I se e  the body in its chemical 
sense
I don't know how to deal with my doubts
The imbalance w as originally physically 
caused
I felt psychotherapy could be helpful 
but in the end there was the imbalance
(D)
(B)
(C)
Diagram 7 - Patient The patient responds to this Challenge by making a Claim that he 
sees the body in its chemical sense. The Data for this Claim is that he is too physically 
minded. The Alternative would be to express the confusion that the patient is feeling and 
say for instance that he does not know how to deal with his doubts. The Warrant is that he 
feels psychotherapy could be helpful but in the end there would still be the imbalance. 
The Backing is that the symptom of imbalance was physical, as he had once had an 
infection which had at the time caused imbalance and this sensation has continued.
In this instance the therapist's Challenge is avoided by taking to desperate measures in 
order to avoid uncertainty. The logic o f the argument, even disregarding that it is not 
addressing the original Challenge, does not hold together. There occurs a destruction o f  
communication and o f any possibility o f thinking. This constitutes a complete disregard 
for what the therapist is trying to bring in to the situation. The concrete nature o f  the 
thinking is evident in the Warrant and Backing.
Therapist: Mm very much so. I mean so much so in fact that I wonder how it was 
that you were able to deal with that sensible, rational way of looking at things and 
still come here looking for some sort of psychological meaning to your life, what's 
been happening.
Patient: I suppose because my GP had, at the time of seeing my GP in Dover and 
then the GP here the tachicardium and all the psychological reasons had taken such 
a grip they weren't too ready to grasp with the thing that triggered it in the first 
place. But it's dragged on for so long now that even if dr. could cure the physical 
imbalance over night, I'm sure that my reflex action, psychological action all the 
physical symptoms would still come back because they've got so used to remaking
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their appearance. And my life isn’t such that I can do graduated things to get rid of 
it. I’m always in at the deep end.
Therapist: Well in a way I’m remembering what between us we arranged in relation 
to these sessions. We wouldn't be starting it straight away because you were going on 
holiday and you wanted while on holiday I think still to have access to your 
medication. And you thought that perhaps when you’re back in this country for a 
while it may be possible for you to consider stopping it or discussing that with Dr F. 
But I think you have lots and lots of doubt about that too.
Patient: Yes terrific doubts now, especially as I often, um-
Therapist: Especially as we've come up to the point when...it might be possible..
Patient: I’ve um the dose that seems to be, but the way I need doses seems odd. I 
definitely need that dose in the morning to stop the shaking and sweating and ataxia 
that I get when I get up because depending on how I feel I will take one Larazapan 
tablet an if there's nothing that I have to do in the course of the day that I, from 
memory has brought it on badly before, that would be quite sufficient. But if it’s a 
day say um when I’ve got to do a lot of things closely related to when all this blew up 
and I can see myself at that moment relating to the previous situation I might and it's 
not very often, once a week I think at the most, have to take the full dose of 2 
milligrams three times a day. That would always hold the worst things at bay and 
allow me to proceed but, but normally that, one on getting up and one at night holds 
things.
Therapist: I think it is a very difficult situation for you to be in because you 
obviously have so many doubts, so many real doubts about whether a psychological 
understanding, a trying to find meaning this way is going to be....and yet you’ve 
come along thinking that too..
Patient: I see in my own mind I see the ultimate solution has got, is going to be a 
mixture of treatment, physical and psychological because as I say right back at the 
very beginning that physical bases of the unbalance. If that could be cured there's 
no, there’s no raison d' etre for the other symptoms to reappear and by psychological 
methods they might be able to be coaxed away. Presumably that's... that's what 
psychotherapy does, doesn’t it.
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Why are you seeking psychological help now?
Patient is desperate and will try anything
Patient has some idea that there are 
psychological factors at work
Your physical explanations make so  
much sen se to you, why bother 
seeking psychological help?
There must be a reason for your 
seeking psychotherapy in spite of your 
ability to rationalise it all
m
Therapist 8
Diagrams 8 - Therapist: The Challenge is, why are you seeking psychological help now. 
The Data is the contradiction of coming to therapy although the physiological 
explanations make sense. The Warrant is that there must be a reason, in the patient's 
mind, why he seeks psychological help in spite of his ability to rationalise his symptoms. 
The Backing, although not verbalised is that the patient must have some idea that there 
are psychological factors at work in the creation and maintenance of his symptoms. The 
Alternative, which is not verbalised, could be that the patient is desperate and will try 
anything.
The therapist is confronting the patient with the logic o f  the situation, which the patient is 
creating. That is, as the patient is apparently convinced that the physiological 
explanations are what matters why is he then seeking psychological help.
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donl know what to do
It makes sense to try everything
My GP has not been able to cure me I feel that the solution must be a 
mixture of treatments
There must be a psychological 
element, other people said so
(D)
(B)
m
(C)
Patient 8
Diagram 8 - Patient: The Claim is that he feels the solution must be a mixture of 
treatments, because (Data) his GP has not been able to cure him. The Warrant is that 
other people have suggested psychological treatments. The Backing, although not 
verbalised, is that it makes sense to try anything. The Alternative that he is desperate and 
does not know what to try is not verbalised.
The patient is not responding to the specific Challenge that his behaviour in seeking 
psychological treatment is in contradiction to insisting on thinking physiologically. He is 
evading the Challenge by providing empty statements such as, it makes sense to etc. The 
patient is employing concrete thinking. The logic implicit in the Backing seems to be that 
i f  you try everything available you should find  the solution without thinking. This 
constitutes a denial o f  the need to think.
Therapist: I was remembering what I was holding on to, to use your analogy for... 
the summer, was the possibility that it might be very hard for you to live without 
these physical sensations because the physical sensations may present, the only or 
one of the only ways you can be in touch with your sexual sensations and your 
aggressive and angry sensations. Now that is something that I held onto.
Patient: Um I can understand the aggressive one at the time (laughing) particularly 
because I, I felt so bad about working with that other priest but with that factor 
completely out of the way, I mean if I am in an argument with somebody, I'm not the 
sort of person that necessarily holds back. I mean I would have an argument with 
somebody, I won't say happily because I don't like to get into an argument, I am a 
person who fights shy of them. So there is always that release then when if it ever
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comes to the crunch though I was being, I particularly made a point of not being 
aggressive towards that priest an shutting him up at any stage because..
Therapist 9
(Ch)
m
I feel you hold on to your symptoms
Your symptoms are there because 
they are physiological
In the session  it is difficult to talk 
about anything else
Because they keep you in touch 
with your sexuality and aggression
It is clear that you cannot easily 
abandon your symptoms (in the 
session)
Diagram 9 - Therapist: The therapist is making a Challenge that he believes that the 
patient is holding on to his symptom. The Data for this Challenge is that it seems clear 
that the patient cannot easily abandon his symptoms. The Warrant is that the symptoms 
keep him in touch with his sexuality and his aggression. The Backing, which is not 
verbalised, is that in the session it is impossible to talk of anything else except the 
symptoms. The Alternative is not mentioned and could be something like although 
unlikely, the symptoms are physiological in nature.
The therapist is making an interpretation o f  unconscious content.
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(A) Patient 9
(W)
I dont normally have difficulties 
with aggression
My problems are with my colleague
There were psychological 
problems there
I had difficulties with aggression 
with the colleague
I was worried about being 
aggressive with my colleague
Diagram 9 - Patient: The patient's Claim is for the first time in tune with therapist’s 
comment. That is the patient admits that he has had some difficulties with aggression in 
relation to his former colleague. The Data is the story of the difficulties with this 
colleague. The Warrant is that the feelings this former colleague had engendered in him 
had been truly troublesome. The Backing although not verbalised must be something like, 
there has had been real psychological difficulties there. However interestingly an 
Alternative is actually verbalised here by the patient. The Alternative, which could also 
be a Qualifier, is that the problems were only in existence, with regard to this 
troublesome priest but not under other circumstances.
There is some communication between the therapist and the patient; the two o f them have 
found something to think about together. However the fact that the patient unusually 
verbalises an Alternative interpretation is an indication that he is preparing an exit for  
himself from this difficult exploration.
Therapist: You were frightened of killing him, you could hurt him-
Patient: Because of- but in general with more robust people (laughing) I mean at 
work on previous occasions I’ve had rows with people and there’s been no problem. 
I've not felt a need to hold aggression back where it seemed called. As I said I did 
make an exception with that priest and I would have thought that April now October 
with him gone for that long that it ought to be shaking out the system if that's it. And 
sex has never been a particularly high key one for me.
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(A)
Therapist
(Chi
m
You feared you would kill your colleagueYou told me earlier that you feared 
harming your colleague
You feared your colleague would harm you
You said you feared he might have a 
heart attack
Your symptoms are expressing under­
lying psychological conflict
Diagram 10 - Therapist: In the same context the therapist makes another Challenge, that 
is, that the patient actually feared that he would kill his colleague with his anger. The 
Data for this Challenge has been presented earlier when the patient said he feared that the 
colleague would have a heart attack if the patient showed his anger. The Data also serves 
as the Warrant. The Backing, which is not verbalised, is that there is a psychological 
conflict underlying all this symptomatology. The Alternative, which is not explored 
explicitly, is that the patient may have feared that his colleague might harm him if anger 
was shown.
The therapist is amplifying what the patient has previously said, in order to help the 
patient hold onto his momentary recognition o f  the validity o f  at least part o f  the 
interpretation described in diagram -  Therapist 9
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Patient 10
m
have been angry before
I am not OK about aggression ever
I can be OK about my aggression 
although I don't like it
My feelings about my colleague are a 
special case
It is possible to understand my 
symptoms as psychological conflict 
relating to my colleague
Diagram 10 - Patient: The patient Claims that he can be OK about his anger although he 
does not like it. The Data presented is that he has been able to show anger before. The 
Warrant is that the feelings he had towards his fellow priest were a special case. The 
Backing although not verbalised can be perceived as an admission that something 
psychological underlies at least some of his symptomatology. The Alternative, which is 
not verbalised, is that the patient genuinely has difficulties with anger.
When you look at the above text you notice that the therapist's Challenge, 'you feared  
you would kill him \ is in fact ignored. The structure o f the whole argumentation is in fact 
a moving a way from the communication that was beginning to happen between the 
therapist and the patient. The notion that there is something psychological going on has 
not been completely dismissed. This is a form o f  ‘isolating ’ the case o f  the difficult 
colleague, from anything else.
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4.3.1. Session 2
Subjective/Intuitive analysis
The flavour of the session is evident in the first remark the patient makes. The therapist 
enquires: What is going through the patients mind. The patient responds with: ’There's 
not very much going through my mind'.
This may in it self seem like an innocent remark but when you consider the situation in 
which the patient finds himself in it seems less so. This is a second session of his 
psychotherapy, it is very unlikely that nothing is going on in his mind. So it is reasonable 
to assume that some denial is going on. The next statement is equally a denial.
Patient:' I didn't want you to feel distressed at me not being able to sort of help you 
to...help me further.’
The patient has reversed roles with the therapist and is denying who is there to be helped. 
It is the beginning of an attempt on the part of the patient to assume control of the 
session. A few sentences further the patient is destroying the meaning of what the 
therapist is suggesting in the following manner:
Therapist: 'Apparently you didn’t have any idea that we might discover avenues that 
you hadn't been able to think of on your own.' The patient responds:’ No because in 
talking together we, I thought we'd more or less agreed that we'd got through all the 
ground that it was possible to move along...'
The patient is not addressing what the therapist is saying but instead he takes refuge in 
some supposed agreement with the therapist that did not take place in the previous 
session. A little way further into the session we get an explanation of this behaviour by 
the patient, in a rare insightful statement. The following statement follows the therapist 
suggestion that the situation is quite difficult for the patient.
Patient:'...Anything I've found difficult is not, it's not been one of embarrassment or
puzzlement but having never talked along certain lines before   ' and later on:
'parishioners open conversations with me along lines that I'm not familiar with and 
it's tough going for me.'
This statement indicates that some feeling is being experienced although the patient is not 
able to quite articulate what it is. Another indication that some feelings are emerging can 
be found a few sentences along.
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Therapist: ’Do you know what specific things you felt you were having difficulties 
with...?
Patient:’...you mentioned the sexual aspect of life and well I that was the only one 
really. (Long silence) And that was urn difficult to talk about.’
However the patient has barely uttered this before he backs out again, he says:
'I’ve not seen that aspect of my life as anything that really caused me a great deal of 
concern that would have really led to this symptomatology. The symptomatology 
seems to me to have arisen if not through entirely physiological causes....'
The patient is both destroying the meaning and denying any possible significance of what 
he himself has just said. Later in the session the therapist was attempting to explore the 
relationship between the patient and the patient’s colleague, which had caused the patient 
considerable anxiety because the fellow priest had made him frighteningly angry.
Therapist:’(Attempting to tie in anger with college with anger with therapist) I 
wonder if that's a feeling that really is difficult. How you might feel here, frustrated, 
angry or whatever and the impact that might have on me....
Patient: 'Yes it’s difficult the anger with this man was literally because he was such 
a horrible person and living with that for two years...,'and also: ’There's been 
momentary anger, it, there’s been moments of anger in my life that have, that have 
been typical to many other people but this is the only occasion in my life where I've 
had to work alongside someone for about...
Therapist:'...it might be that something like that may stir memories in you of some 
other time when you were concerned of your angry feelings and their effects on 
whoever you were living with...
Patient: 'Yes we thought of this before didn't we but I really can’t think of anything. 
I've had a., a very pleasant existence really...'
The patient is getting some way towards recognising that this anger may be of some 
significance for him. However as soon as the suspicion emerges that the therapist may be 
breaking through to some new recognition, the patient reverts back to his old pattern of 
defence, trivialising and denying. The denial is in this instance accomplished by a 
generalisation (I only do what most people do), which is a denial of any special relevance 
this may have for the patient. Later in the session the anxiety that the patient is 
experiencing is discussed.
Patient 'It was particularly frightening the first time I came to see you I didn't know 
that I was going to be left with the parish on my own....There have been times lately
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when expecting the symptoms and it just hasn't happened and the suddenly quite 
unexpectedly the symptoms will overtake me....
The patient is telling the therapist about his anxiety, but is then unable to think about 
what this might mean in terms of his life and in terms of his psychology and instead he 
reverts back to his familiar mode of defence in which the meaning of symptoms has no 
place. Such as in the following:
Patient: 'It seems as though the adrenaline is held back and then floods itself out...
Towards the end of this session we have a typical example of destruction of meaning by 
way of concrete thinking:
Therapist: 'You know I was thinking of something very similar about what it was 
like for you in the children’s swimming pool or as a child, whether what you're 
saying now makes any sense in this you know very happy childhood, the previous life 
you talked about. If what your saying now has any meaning at all in your childhood 
like the experiences in the children's pool.'
Patient: 'I don't think so, one it was only momentarily and it was abandoned anyway 
in the evenings it was not used by children so there was no atmosphere of children 
present.'
Therapist:' You've taken what I said literally as a swimming pool.'
Patient: 'Yes whit all its atmosphere of a children's pool. In fact in Dover there is no 
children's pool but you can do the same trick by going into the shower '
The therapist has made several attempts at trying to bring to the patient's attention the fact 
that the patient had used the children's swimming pool as a metaphor and not literally but 
the patient refuses to recognise this, he responds by saying:
Patient: 'You're not saying that going into a children's pool was somehow reminding 
me of all the comfort and pleasure of childhood and that was making it possible for 
me...
The communication is breaking down in the above vignette. The patient and therapist are 
talking on different levels. The therapist attempts to point this out to the patient. The 
session ends however on a hopeful note, that is, the patient recognises that he needs help 
in order to make sense of things:
Patient:'....I've gone as far as I could with the ground that I kept treading over in my 
own mind and now to widen the field I need help. I need help in being drawn 
forward.'(Long silence)
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The nature of the anxiety in this session is persecutory. There is no evidence of 
depressive anxiety; in fact no ‘significant other’ is mentioned in the whole session. The 
only other characters that appear are the colleague of the patient and the therapist in his 
capacity of providing something for the patient. Thus no capacity for concern is evident.
4.3.2. Argumatics analysis o f session 2 
(Long silence at the beginning of the session)
Therapist: Do you think that you feel able to say whatever might be going through 
your mind?
Patient: There’s not very much going through it actually except to say as I’d said in 
that letter, that I'd gone, that last time we met I'd gone through the ground to it's 
very limits to anything that I could see that was of any relevance sort of right on to 
the, right on to the boundaries of anything else.
Therapist: I wonder if that feels very frustrating to you because as you said in your 
letter you weren't sure that you would be able to say anything.
... Patient 11
(A)
m
Nothing of relevance is going 
through my mind
Unless I don't understand 
what might be relevant
I have gone through the ground 
to its limits
Maybe what I am thinking about 
is relevant
If I cannot see anything else that may be 
relevant then that must be so
Diagram 11 - Patient: The patient makes a Claim that nothing of relevance is going 
through his mind. He makes this Claim after a lengthy silence and some prompting from 
the therapist. The Data offered is that as he said in his letter he feels he has covered the
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ground 'to its limits'. No Warrant is offered. The inferred Backing must be something like: 
‘If I cannot see anything else that may be relevant then that must be so’. The Alternative, 
which is not verbalised, could be: ‘maybe what I am thinking about may be relevant 
although I don't know it or understand it’. Similarly the Rebuttal could be: ‘unless I don't 
understand what might be relevant’.
The flavour o f the Claim and the relevant paragraph is one o f avoidance; the patient 
does not want to engage in an exploration o f his situation. The Claim appears to be a 
denial that is, nothing o f relevance is going through his mind. The significant word here 
is relevant. It indicates that a censoring process has taken place that has not been shared. 
The Data on which the Claim is based is a reference to a letter the patient had written to 
the therapist, in which, he had said much the same thing. No Warrant is offered, and 
although the Backing can only be inferred, it must be something like: 'if 1 think so it must 
be so ’. I f  we can assume that the patient is serious and not playing games, this 
communication indicates omnipotent thinking. It is a curious set o f affairs when a patient 
comes for help but at the same time censors what he is prepared to offer.
Therapist 11
(Ch)
m
You said in your letter you had 
nothing to say
Patient may not want to say 
anything
You mention again what 
you said in your letter
You may feel frustrated at feeling 
you have nothing to say
Unless this is an expression that 
talking and thinking of problems is 
too difficult
If a patient com es to therapy feels there is 
nothing to say, this might mean they feel 
frustrated, helpless
Diagram 11-Therapist. The therapist produces a Challenge, which introduces a new 
angel on the situation. The Challenge is that there might be some frustration on the part 
of the patient at not having anything to say at this point. The Data is that the patient had
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written to him and said he had nothing to say. The Warrant appears to be the same thing 
as repeated in the session. In fact the Data and the Warrant rest on rather shaky ground, 
there seems to be no real stated bases for assuming the Data, only circumstantial evidence 
that the patient might be frustrated. The Backing incorporates the thinking behind the 
Challenge or suggestion that the patient is frustrated. The Backing, which is not 
verbalised might be something like a dialogue with an internal supervisor, or a hunch 
bom out of previous experience. The Alternative that the patient may not in fact want to 
talk, or indeed may not even want therapy is not mentioned. The Qualifier is that the 
issues involved may at this point in time be too difficult to think about, and therefore 
needs defending against.
The therapist makes a suggestion in the Challenge, which he hopes will open up new 
exploration.
Patient: It does and I didn't want you to feel distressed at my not being able to sort of 
help you to.... You see with this business once it started all the stresses that seemed to 
be related to it have all been removed more or less one by one and aren't there any 
more.
Therapist: But apparently from what you’ve just said a new one has been added that 
you didn't want to feel that I would be distressed about you, as if that in itself 
became stressful for you.
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Patient 1 2
m
All the stress I was under is now gone
I'd rather focus on you than me
I don't want you to feel distressed at my 
not being able to help you to help me
Diagram 12- Patient. The exchange continues with a surprising Claim by the patient in 
response to the therapist’s previous suggestion, namely: ‘I don't want you to feel 
distressed at my not being able to help you to help me’. All that is offered, as Data is that, 
now the stress has gone that was previously mentioned (I assume the situation with the 
difficult colleague). No Warrant is mentioned nor any implied, and the Backing is not 
clear. Alternatives are not explored. The Alternative could be that the patient might rather 
focus on the therapist's difficulties rather than his own.
The patient has attempted to turn the tables on the therapist. The problems are now not 
his but his therapist's. The statement that it is the patient, who can enable the therapist to 
do his job and not the therapist enabling the patient, is a further suggestion o f  omnipotent 
thinking and projection, especially as this assertion is made without evidence. As a 
sequence is that the therapist is now the one with the distress and the patient’s distress is 
gone.
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You appear now to be stressed about me
Your statement implies stress with me
Patient does not want to say anything
You said you didn't want me to be 
distressed about anything
Session 1 had been very stressful for 
us both (inferred)
(ChJ
Therapist 12
Diagram 12 - Therapist: The Challenge, which the therapist introduces, is that the 
patient now appears to be stressed by the fact that, having taken responsibility for the 
therapist's possible distress, this in itself appears to have caused more stress for the 
patient. The Data is that the patient had just mentioned that, possible distress of the 
therapist worried him. No Warrant is offered but the stress present in the previous session 
might be at the back of the therapists mind. The Backing is not articulated but seems to 
originate with ‘the internal supervisor’, and might be something like this statement seems 
to be about the stress in the transference. The Alternative that this is the patient’s way of 
communicating that he does not want to talk on this level with the therapist is not 
acknowledged.
In the few  opening remarks analysed above, it appears that the patient returns to his 
second session rather alarmed. The patient has in fact written to the therapist in between 
the sessions suggesting discontinuing the therapy. The attempts by the therapist to 
address the psychological level in the first session have created considerable anxiety and 
defences were mobilised. 0?nnipotent thinking which relies on splitting, that is large 
parts o f  reality had to be denied and projected, such as the fact that it was the patient 
who was distressed and not the therapist. The therapist makes an attempt to clarify where 
the patient stands at the beginning o f  this second session.
Patient: No because in talking together we, I thought we’d more or less agreed that 
we’d got through all the ground that it was possibility to move along....
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Therapist: Because I'm not so sure because you assumed something about me. You 
assumed that between us we had agreed that you had gone as far as you could go. 
But that wasn't true as far as I was concerned.
Patient: No I'd agreed that I'd gone as far as I could go. And if psychotherapy could 
only be a one direction thing, me talking, which is much truer to the definition of 
counselling, I would have thought, if the response could, was to only come from me 
then I'd gone as far as I could.
Therapist: Mm. But you made... assumptions about me. You didn't leave any room 
for me to have a view on that..
Patient: Which particular assumptions? Mm? Which particular assumptions? 
Therapist: Pardon?
Patient: Which particular assumptions, what assumptions, what assumptions do you 
think I made or I did make?
Therapist: Well you concluded that I believed something was wrong and that we had 
between us decided. That's what you said earlier in the session.
Patient: If I said between us we had decided then that was not meant. I had dec- I 
had decided that I had gone along the road as far as I could and without any help 
from you I couldn't do anything more of my own volition. That's the truth of the 
matter.
Therapist: I see. So what you're saying, and this is important, with out any help from 
me so that coming along here and again this might be an assumption, felt as if you 
wouldn't be getting any help from me.
Patient: I didn't know. It depends how, it depends how psychotherapy works. If it is 
to be just a one-way thing of a person talking then I've done all I could but if there's 
avenues you can take to help me in the flow of conversation then I could see there is 
possibility.
I l l
Patient 13
m
(Bl)
thought
From talking together
Maybe I misunderstood
As you were expecting me to do all the talking
know what there is to know
It was impossible that you might be able to lead
We more or less agreed that we'd covered 
all the ground that it was possible to cover
Diagram 13 - Patient The patient makes a Claim that he thought that there had been a 
kind of agreement between therapist and patient that all the ’ground’ possible to cover had 
in fact been covered in the previous session. The Data offered in this context is that this 
was the conclusion that the patient had reached from talking with the therapist. An 
Alternative which is not verbalised is that maybe the patient misunderstood. A curious 
Warrant is offered which is that this must be the case as the patient ’was expected to do 
all the talking’. As Backing the patient actually concludes that it was impossible for the 
therapist to lead. A second Backing appears to be that the patient knows what there is to 
know. The Claim does include a Qualifier ’I thought’.
This diagram contains a great deal o f  conflicting material. There had factual been no 
agreement that all possible ground had been covered. The Warrant does also not make 
sense in this context, why would the fact that the therapist wasn't more active in the 
session mean that everything that could be covered had been covered. In order for the 
situation described here to have any coherence, there must either have been a 
misunderstanding, which is an Alternative, but which is not considered by the patient or 
omnipotent thinking is in operation.
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It can be assumed that it is omnipotent thinking that lies behind this reasoning therefore 
it does not matter that the facts don't quite add up, as the feeling o f knowing what is 
possible to know is enough to convince the patient that it must be the case.
Therapist 13
(ChJ
m
The patient makes assumptions 
without reference to me or the 
facts
You made assumptions about 
me (that I felt that we had gone 
as far as we could go)
You concluded that something 
w as wrong, and that we had 
decided this between us
You assumed that between us, we 
agreed you had gone as far as we 
could go
Diagram 13 - Therapist The Challenge is that, you assumed that between us we agreed 
you had gone as far as you could go. The Data is that, you made assumptions about me 
(that I felt that we had gone as far as we could go) without allowing me to have a view. 
The Warrant is that, you concluded that something was wrong and that we had decided 
this between us. The Backing which, appears to underlie this reasoning, is: The patient 
appears to make assumptions without reference to the therapist or the facts. No
alternative is offered.
The therapist is attempting to draw the patient's attention to the fact that, he makes 
statements and assumptions without reference to reality, by amplification. In so doing he 
challenges the patient to reflect on the distortion o f  reality which the patient has created 
in the therapy relationship.
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Patient 13 a
(W)
need your help to continue
I can do no more of my own 
volition
If it is going to be a one way thing 
have done all I could
When I said we had decided I was 
inviting a collusion which would get 
me out of this
When I said we had decided I 
really meant I had decided I had 
gone as far a s  I could without help
Diagram 13a - Patient. The Claim here is that when the patient had said, there had been 
an agreement he had really meant he had decided that he had gone as far as he could go 
without help. The Data is that he feels he can do no more of his own volition. The 
Warrant is that if therapy is going to be a ‘one way thing’ he has done all he can. The 
Backing which is verbalised is that he needs help to continue. The Alternative which is 
not explored is that maybe the patient was inviting a collusion which would enable him to 
get away from this uncomfortable situation called therapy.
The Claim in Diagram 13a - Patient, is based on an omnipotent belief in the patients 
own capacity to see anything o f importance. The Challenge by the therapist does however 
strike at the heart o f this belief and the verbalisation o f the Warrant (Therapist) helped to 
demonstrate how this assumption by the patient was in fact based on very shaky ground. 
And in fact as a result o f  the communication described in Diagram 13a - Patient, the 
patient completely changes his story. He contradicts himself, by making the new Claim 
that when he had said there had been an agreement he had in fact meant that he himself 
had decided that, he had gone as fa r  as he could without help....
In this vignette there has been a transformation from omnipotent belief which was 
challenged to a recognition that the patient needs help.
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Patient: It seems somehow that the adrenaline is held back and sort of physical terms 
it's as though all the adrenaline has been held back and then floods itself out, 
whereas if you allow yourself some anxiety enough trickle flows to not suddenly be 
overwhelmed if anxiety does appear. I don’t know if that makes any sort of sense. A 
bit like going into the children's swimming pool instead of getting a really cold dose 
straight off. I was thinking by analogy you see. In Folkestone there are two, I come 
from from there are two swimming pools, there's the adult pool and the children's 
pool. And the water is pretty cold in the adult's pool so what people do is go in the 
children's one for a few minutes that's coolish and then into the other one to sort of 
break it down.
Therapist: You know I was thinking of something very similar about what it was like 
for you in the children's pool or as a child... whether what you are saying now 
makes any sense in this you know very happy childhood, previous life that you talked 
about. But whether what you’re saying now has any meaning at all in relation to 
your childhood.
Patient: I don't think so because one it was abandoned anyway in the evenings, it 
was not used by children so there was no atmosphere of children present.
Therapist: You've taken what I've said literally as a swimming pool.
Patient: Yes with all it's atmosphere of a children's pool. In fact in Dover there is no 
children's pool but you can do the same trick by going into the shower that's fairly 
cool and then going into the water so I don’t think that children's pool in itself was of 
any significance. It's just that breakdown of two levels of water. And everybody else 
did it as well.
Therapist: It’s difficult for you when I, I suppose I imagine you might have been 
using some sort of metaphor or you know talking about children's pool or getting in 
touch with things that surround children before you can move onto the colder adult 
pool. And I'm wondering if you are actually talking about your own childhood, 
getting in touch with things from your own childhood before you can go on and face 
the colder adult sort of stuff that you have to face now. And it's difficult for you to I 
suppose think in these terms.
Patient: I can understand what you're saying but I can't think that because it was 
other people who taught me the trick of going in....
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People go to the children's pool at first 
in Folkestone
It makes sense to expose yourself 
gradually to unpleasant things
Allowing some anxiety to trickle through 
is like going into a children’s  pool before 
the big pool
Patient 14
Diagram 14 - Patient The patient is making a Claim that 'allowing some anxiety to 
trickle through is like going into a children's pool before entering the adult's pool. There 
is no Data for this Claim. The Warrant is that 'people go into the children's pool at first in 
Folkestone'. The Backing is not verbalised but appears to be something like a principle 
that it makes sense to gradually expose yourself to difficult or potentially unpleasant 
things.
In the Claim the patient offers an analogy or what appears to be a metaphore about his 
way o f trying to deal with his difficulties. He does however also reveal something about 
the nature o f  his anxiety, that is his need to carefully explain and eliminate uncertainties 
as far as possible.
Although using a metaphore in this vignette, the patient's communication has a distinctly 
concrete flavour. The patient starts o ff by using a metaphore, but it loses its *as i f  
quality, and the concrete meaning o f the analogy/metaphor takes over at the same time as 
the anxiety diminishes, see Warrant. It appears that the patient starts thinking in 
metaphorical terms, but as he tells his story the concrete elements o f  it take over. At the 
same time it is a less defended communication to the therapist, a possible opening for  
new meanings.
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Therapist 14
(A)
(Ch)
(Q)
Maybe
You have talked a lot about 
your childhood
Your analogy could be about your 
childhood - (a psychological analogy)
The patient is talking about anxieties 
related to his childhood or of childlike 
feelings
Diagram 14 - Therapist The Challenge offered by the therapist is that the 
analogy/metaphore could be interpreted more widely, that is it could also relate to the 
patient's childhood in some way. The Data is that the patient has talked at some length 
about his childhood. A Qualifier is verbalised, that is, this could ‘maybe’ be the case. No 
Warrant or Alternative is verbalised. The Backing which is not verbalised appears to be 
that what the patient is talking about is something wider, to do with his childhood or 
childlike feelings.
Here the therapist is addressing the closed system that the patient is attempting to 
create. The suggestion is that the metaphore which has been offered could be understood 
and explored in a wider context. The Backing on which the Challenge is resting appears 
to be based in the therapist's own theoretical framework, perhaps a dialogue with the 
internal supervisor. The therapist challenges the patient to think.
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don't think soIt is just about the breakdown of the 
two levels of water
Mentioning the children's pool in 
relation to anxiety may be 
significant in other ways_______
The anaolgy is one purely based in 
physical space
m (Q)
Patient 14a
Diagram 14a - Patient. The Counter Claim now presented by the patient is 'that 
mentioning the children's pool was of no significance. The Data for this Claim is that 
'One can do the same trick by going into the shower'. A Warrant is offered to back up this 
Counter Claim, 'it's just about breakdown of two levels of water. The Backing in this 
scenario, although not verbalised is that 'the analogy is one purely based in physical space' 
An Alternative to the Counter Claim is possible here but is not verbalised by the patient, 
that is' mentioning the children's pool maybe significant in other ways not considered by 
the patient. Some uncertainty is expressed, as a Qualifier is verbalised, that is the patient 
says he thinks mentioning the children's pool is of no significance.
In this scenario it becomes clear that the therapist's Challenge has created anxiety in the 
patient. The patient immediately falls back on his customary defence mechanisms, denial 
o f  psychic reality and concrete thinking see Claim Data and Warrant. The suggestion by 
the therapist needs to be rebuffed and not considered, and to solidify the denial the 
patient reverts to concrete thinking. This means that he becomes insistent that the 
'analogy' shall only be interpreted in a certain concrete way, that is children’s swimming 
pools are used to get used to adult swimming pools because they are warmer. The 
verbalising o f a Warrant in this context further demonstrates the anxiety present, it is 
only about the breakdown o f two levels o f water. The concrete quality o f  what was an 
analogy/metaphore is now very apparent.
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4.4.1. Session 6
Subjective/Intuitive analysis
This session starts with a lengthy monologue by the patient about his symptoms, and how 
these had developed during the past week. There is no exploration or thinking about what 
anything might mean, only a long moan about his ‘sympathetic and parasympathetic 
systems’. The situation is clearly anxiety driven. This man worries considerably about 
what is wrong with him. This anxiety is finally expressed directly, when a little way into 
the session he tells the therapist that it had been suggested to him by a friend that he 
might be depressed. In fact there seems to be some real feeling in the following:
Patient:'...and the racing from the heart area in case there was something wrong 
with the heart itself and the anxiety feeling in case this was leading into some sort of 
nervous breakdown or the beginning of some other bad mental disease such as 
schizophrenia or something like that.'
In response, the therapist tries to expand on this anxiety, and is inviting the patient to 
keep thinking about it. However at this point the patient turns instead to one of his 
characteristic defences, that is he destroys the meaning of what the therapist is 
suggesting.
Therapist: ’Sound as if you have been very frightened at time at what’s going on 
inside you, inside the vital organs like the heart or your mind, the brain’
Patient: ’That’s right certainly, certainly until  It was the bad period that
spanned from coming back from Canada last September until about February this 
year. I suppose some of the fright has gone with the symptoms recurring when I am 
doing things sort of in a way just become habitual and acceptable in the end but 
there are days when that feels more acceptable and habitual than another.'
The patient takes the focus away from the anxiety by turning to ‘theorising’. Some 
anxiety has at this point emerged but it has to be neutralised and destroyed, instead of 
thought about. This can be seen in the following as the patient is responding to the 
therapist mention of the patient’s fear of mental illness such as schizophrenia.
Patient: 'That's because, I think I said the word schizophrenic because that's the 
only mental illness I've ever heard of had I known an array of them I'd probably 
have considered them all.
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The patient is trying to play down his earlier mention of schizophrenia. Midway through 
the session there is further anxiety expressed about the continuing symptoms. There is 
further denial about fear of schizophrenia in the following:
Patient: Well as the Schizophrenia society now meet in my own Parish Church Hall 
I know that I haven’t got schizophrenia because I’ve learned what it is. It was just a 
word in my head.'
4.4.2. Argumatics Analysis o f  session 6
Patient: Er well the heart, the palpitations and the racing from the heart area in case 
there was something wrong with my heart itself and the anxiety feeling in case this 
was leading into some sort of nervous breakdown or the beginning of some other bad 
mental disease such as schizophrenia or something like that because I didn’t know 
much about it.
Therapist: Mm ...but sounds as if you have been at times very frightened at times at 
what's going on inside you, inside the vital organs like the heart or your mind, the 
brain.
Patient: That's right, certainly, certainly until- It was the bad period that spanned 
from coming back from Canada last September until about February this year. I 
suppose some of the fright has gone with the, the symptoms recurring when I'm 
doing things sort of in a way just become habitual and acceptable in the end but 
there are days when that feels more acceptable and habitual than another.
Therapist: Mm... more frightening about what is going on.
Patient: Yes. There are some days when I feel, when it's almost turned off 
completely. But it’s pretty well turned off today but that er that spinning round three 
time has still left my head heavy now and I wouldn't particularly want to take 
command of a large gathering again today, just as someone who had a heavy cold 
coming on, feels rather like that
Therapist: You see ... you told last time about similar things, when these symptoms 
or similar symptoms came on when you were sixteen and-
Patient: The ladder climbing.
Therapist: Yes. Obviously there have been sensations something like this for a long 
time in your life and I suppose it is the terror of something, it's got to be something 
odd for not... but you had this feeling of being a bit odd......
Well I think you had the feeling. You were describing yourself as perhaps feeling a 
bit odd if, we didn't agree... that was a word that I used but I wonder if it does make 
this odd feeling what your saying now about the terror that something awful is going 
wrong with your vital internal organs....and schizophrenia.
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Patient: That’s because, I think I said the word schizophrenic because that’s the only 
mental illness I've ever heard of.... had I known an array of them I’d probably have 
considered them all.
i fear
This could be a serious situation Unless something is done, I 
am in som e danger
As I donl know much about mental 
illness, I fear it
(M)
Patient 15
Diagram 15 -  Patient As a Claim the patient voices a fear that his symptoms could be 
leading to some kind of ‘bad mental illness’. The Data offered is that the symptoms and 
the accompanying anxiety makes him feel like this. No Warrant is given, nor is any 
Backing verbalised but it appears that he is implying something like 'as I don't know 
much about mental illness I am bound to fear it, as a Warrant. The Claim also has both a 
Modifier , ‘I fear’ and an implicit Qualifier, ‘Unless something is done, I am in danger,’ 
attatchet to it. The Backing implicit in this argument is that, ‘This could be a serious 
situation.
The Claim which is really more o f an expression o f  fear is that the symptoms may in fact 
have some psychological meaning. This is an important consideration on part o f  the 
patient. From the context it is however clear that he cannot stay with this anxiety and 
does in fact immediately need to explain it away as just a function o f his ignorance and 
not something to think about, see Warrant. He attempts to desrtroy the meaning o f  what 
he has expressed himself by introducing an 
Tt is only because... '
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It appears
From what you are saying
The fear is about being odd, even  
schizophrenic
Sounds as though you have been 
very frightened of what is going on
You told me of having similar 
symptoms when you were sixteen
m
(ChJ
(9 )
Therapist 15
Diagram 15 - Therapist The Challenge offered by the therapist is that it sounds as 
though the patient has (and for a longer time- Warrant) been rather worried about what is 
going on for him. The Data referred to is the patient's own statement. The Challenge 
comes with a Qualifier, ‘it appears’. The Backing which is verbalised is that the patient 
fears being odd even schizophrenic.
The therapist tries here to strengthen and amplify the patient's own thoughts in order to 
encourage further thinking abouth the patient’s anxiety.
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Patient 15a
m
fear serious mental problems
If I had known more illnesses, I 
would have considered them all
I am the sort of person who considers 
what I hear
Mentioning Schizophrenia was a trivial 
point, considering my ignorance
I only mentioned Schizophrenia 
because it is the only illness I have 
heard of
Diagram 15a - Patient The Claim which is produced in response to the therapist's input 
above and also in response to his own ideas expressed earlier, is that he had only 
mentioned schizophrenia as it is the only mental illness he had heard of. The Data is that 
had he known more mental illnesses he would have considered them all. The Warrant is 
not verbalised but implied, that he is the kind of person who considers anything he hears 
indiscriminately. The Backing is not verbalised but appears to be that mentioning 
schizophrenia was a trivial thing considering his ignorance. The Alternative which is not 
verbalised here but was verbalised above (diagram 15 Patient, Claim) is that there is still 
considerable fear of something like schizophrenia.
It appears that the patient is attempting to cover his tracks, using denial o f anxiety in 
response to threatening material emerging, see Claim and Data. Here too the concrete 
nature o f the argument is evident. Anxiety started to emerge, but this was fe lt to be too 
overwhelming, so the patient reverts to concrete thinking and denial o f anxiety.
Therapist: But I wonder if coming here to see me at times feels like grounds for 
discomfort and maybe fear. Because last week you talked a lot about your earlier life 
and in a way that you hadn't spoken freely like here before but by the end of our 
session, coming near to the end, you were feeling frustrated and you really hadn't 
been talking about your symptoms, they’re what is important to you. And you were 
saying to me well....let's get back to things, get back on the right track next week.
Patient: That's why I started this one.
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Therapist: Mmm
Patient: But I wasn't really, I wasn't really frustrated too much about what we did 
last week because I'm always aware of the twofold nature of these sessions that one is 
here to get rid of whatever is wrong with me and two, whatever I say will help your 
research people in some way so from what I've said about my early years might well 
have, might well be of value to them.
You expressed frustration last week 
about not talking about symptoms
Coming here may in itself be cause  
for discomfort and fear for you
It worried you that you hadn't talked 
about symptoms
Not talking about symptoms makes this 
patient anxious, and talking about symptoms 
is a way of dealing with anxiety
(Ch)
Therapist 16
Diagram 16 - Therapist The Challenge presented is that coming to the sessions may in 
itself cause discomfort or fear for the patient. The Data refers back to the previous week 
when the patient had expressed frustration at not talking about symptoms. The Warrant 
which is implied, is that it had worried the patient that he had not talked about his 
symptoms the previous week. The Backing although not verbalised is that it causes 
anxiety for this patient when he is not talking of symptoms, and conversely that talking of 
symptoms is a way of dealing with his anxiety.
This is both a challenge and an interpretation.
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was not frustrated
What happened last week must have 
been about the research, not about me
I know coming here has a two-fold 
nature:
1) to get rid of what is wrong
2) to help research
m
(C)
P atien t 16
Diagram 16 - Patient The Challenge is met by a Claim denying that he the patient had 
felt frustrated the previous week. The Data offered is that he knew that the therapy has a 
twofold purpose, to get rid of what is wrong and to help with research. The Warrant is not 
verbalised but implied and seems to be that what happened the previous week had less to 
do with his treatment and more to do with the research aspect. The Backing is not clear.
The patient is again using denial o f an omnipotent kind. He uses the research as a way to 
disassociate himself from whatever difficult feeling had emerged the previous week. The 
Backing is not clear in this instance.
The need to resist the therapist’s Challenge seems here to be overwhelming. The patient's 
Claim seems to be hanging in the air and is more an attempt to deny the therapist's 
Challenge.
Patient: ....There is good reason for the sympathetic nervous system to react like that 
when climbing a ladder because one it was wobbling, I had good reason to think I 
could fall off I could have injured myself and there's that awful bit near the top 
where you’ve got to leave the ladder and join the roof of the building or even worse 
getting your footing right coming down so that was a very good reason for the 
sympathetic system to react strongly.
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Therapist: But you've given me what sounds like to me equally frightening reasons 
today about images of something being dreadfully wrong with your heart or 
something being dreadfully wrong with your brain, that you end up with depression 
and have violent electrical treatment for schizophrenia, whatever that means, but it's 
serious.
Patient: But now that's all been checked out and isn't a worry any more I still can’t 
get rid of the sympathetic nervous system behaving in a heavy handed manner.
Therapist: You know it strikes me that you would very much like it not to be a worry 
but I suspect that it's still around in the back of your mind.
Patient: Oh it's still there I agree I agree, yes. It’s a worry, a frightening worry. But 
the symptoms as it were I see as being proportional to the degree of worry when it all 
started but now the symptoms are not proportional to the worry.
Therapist: To your conscious worry.
All the terrifying worries have been 
checked out
As all worry is gone, the symptoms 
should no longer be there
The symptoms are no longer 
proportional to the worry
I no longer worry of terrible things 
being wrong with me only about the 
symptoms _____
(W)
Patient 1 7
Diagram 17 - Patient The Claim put forward is that there are no particular worries any 
more about terrible things being wrong. The Data is that 'all the terrifying worries have 
been checked out'. The Warrant is that the symptoms are no longer proportional to the 
worry. The Backing although not verbalised is that the symptoms should no longer be 
present.
This suggests continuing omnipotent denial o f  anxiety.
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Your fear of something being wrong 
with your heart and brain
You have given me good reasons 
as to why you have your symptoms
Given the type of fear, it is not surprising 
that the symptoms are present
You fear that you will end up receiving 
violent electrical treatment
(W)
(Ch)
Therapist 17
Diagram 17 - Therapist The Challenge that is offered in response to the above is that the 
patient has in fact given good reason why the symptoms are still present. The Data is that 
the patient has talked a lot about his fears that something awful might be wrong with him. 
The Warrant is that the patient had talked of how he feared that he would be receiving 
frightening electrical treatment. The Backing is not verbalised but appears to be that 'it is 
not surprising that the symptoms are still present given the type of fears the patient is 
expressing.
The therapist is amplifying the patient's anxiety, in order to get him to focus on it and 
not avoid it.
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Because of what you said
Because of the fears the symptoms are 
still present
My fear of horrible things still being 
wrong with my heart and brain are 
still there
m
Patien t 1 7a
Diagram 17a - Patient. The second Claim in the above vignette in response to the 
Challenge by the therapist, is that the fears that something awful is wrong are still 
present. The Data for this Claim is the intervention by the therapist. No Warrant is 
offered or implied but the Backing is the same as the therapist's, it is not verbalised but 
implied, that is, the symptoms are still present because of the fear.
In this section it is apparent how the patient at first tries to use one o f  his characteristic 
defences: denial (Diagram 17 Patient). The fact that we are talking about denial in the 
first section o f the vignette is clear from the fact that the Claim is later contradicted. The 
therapist's intervention , his Challenge destroys the use o f the defence in this instance 
and the patient recognises that things are still not right.
Patient: Well as the Schizophrenic Society now meet in my own Parish Church Hall 
I know that I haven't got schizophrenia because I've learned what it is. It was just a 
word in my head.
Therapist: Something you needed to check out?
Patient: Yes but I’ve eliminated it. Depression I’ve been able to eliminate totally , 
and it was all a reaction to loneliness, yes, it was a reaction to a bad priest to work 
with, which was related to anger but they’ve now been removed. So the situation 
should be one of sort of, there's no good reason for the symptoms to continue.
Therapist: Yet they do?
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Patient: Yet they do. And this morning’s one seemed, this morning's form of 
giddiness was the form that it took when I had the virus. I really could not relate it to 
internal feelings. It's only that second form that comes on afterwards and that sort of 
thing.
know that I haven't got schizophrenia
As I have now checked this possibility 
out, I've been able to eliminate it
I've learnt what schizophrenia is, as 
the Schizophrenia Society meets in 
my Church Hall
The fact that I feared schizophrenia 
must mean something worrying is 
wrong psychologically
Schizophrenia was just a word in my head
Patient 18
Diagram 18 -  Patient The first Claim in this vignette is that the patient knows he has not 
got schizophrenia. The Data for this Claim is that as the Schizophrenia Society now 
meets in the patient's Church Hall he has learned what schizophrenia is. A Warrant is 
added, which is that schizophrenia was just a word that had popped up in his mind. The 
Backing is, in this instance verbalised, that as he has had the opportunity to learn about 
schizophrenia and therefor to check it out, he has been able to eliminate it. A possible 
Alternative, which is not verbalised is that the fact that these kinds of worries had been in 
the patient's mind, might in it self mean that something worrying is wrong 
psychologically.
The patient is trying to present a superficially, logical argument, why he is now 
convinced that he has not got schizophrenia, see Claim, Data and Warrant. I f  however 
we look at the Data it is apparent that it is very anecdotal. The Warrant appears to be 
part o f a denial o f anxiety. It rests on an assumption that words just pop up in the patients 
head at random. The Backing shows omnipotent thinking, the patient feels that he, by 
acquiring what he considers valid information, can by himself eliminate the possibility 
that he has got schizophrenia. No Alternative is verbalised, because to consider an 
alternative, would weaken this kind o f argumentation, in other words the defences.
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Therapist 18
(A)
(ChJ
m
Patient's past material You needed to check out the possibility 
that you had schizophrenia
The fact that the patient needed to check 
this out means something worried him 
greatly
Diagram 18 - Therapist The Challenge offered in response to the above Claim is that 
the fact still stands that the patient needed to actually check out the possibility that he 
might have been suffering from schizophrenia. The Data for the Challenge is the patient's 
material. No Warrant is offered. The Backing is not verbalised, but appears to be an 
assumption that, the fact that the patient needed to check this out meant that something is 
worrying him greatly.
The therapist amplifies what the patient has just said. He confronts the patient with the 
fact that the patient has needed to check this out in a somewhat irrational manner.
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I've not only been able to eliminate 
schizophrenia, but also depression
So now there should be no good reason 
for symptoms to continue
Depressed feelings were also a 
reaction to anger
D epressed feelings were only a 
reaction to loneliness and to the 
difficult priest
As the symptoms continue, maybe I cannot 
completely eliminate the possibilities of 
continuing psychological problems________
Patient 18a
Diagram 18a - Patient The second Claim in the above vignette is that not only has he 
been able to eliminate schizophrenia, but also depression. The Data for this Claim is that 
he feels that whatever, depressed feelings he was experiencing were in fact related to 
loneliness and to the effects of the difficult former colleque. There is also a Warrant 
offered in this context, that is, that the patient feels that the depressed feelings were also 
related to the anger he had felt in relation to his colleque. The Backing is verbalised, and 
is that, it follows that now, as he has eliminated all good reasons for his symptoms, they 
should not continue. No Alternative is verbalised, but could be that the fact that the 
symptoms are continuing may be an indication that it is not possible to completely 
eliminate the possibility that there may be continuing psychological problems.
From this section it is apparent that for some reason the patient needs to deny the 
existence o f psychological problems, he uses defences against the possibility, such as 
omnipotent denia. However he is actually aware that in spite o f his efforts the symptoms 
still persist, so there is doubt in his mind.
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Patient's past communication In spite of all your 'eliminating' of 
possible emotional problems - your 
symptoms continue
The fact that symptoms continue, means 
the 'checking out' and 'eliminating' were 
just defensive manoeuvres
m
(Ch)
Therapist 18a
Diagram 18a - Therapist The Challenge is an amplification of the patient's realisation 
that the symptoms persist in spite of the removal of the patient's stress factors. The Data 
is referring back to the patient's material. No Warrant is offered, the Backing is not 
verbalised, but implied, that is, the fact that the patient's symptoms continue means the 
patient's attempts to 'check out', and 'eliminate' various possible psychological 
possibilities, were just defensive manoeuvres.
An amplification o f the irrationality o f the patient’s communicationl.
4.5.1. Sessiojn 11 
Subjective/Intuitive analysis
Session 11 is the penultimate session in this course o f therapy. This session follows a 
session during which feelings of loneliness and isolation were explored by the patient and 
therapist. Some thoughts and feelings surrounding the impending ending of therapy were 
also mentioned. The atmophere of this session is considerably less combative than the 
feelings evident in the early sessions. This can be seen in the following selected vignettes.
The session begins with the patient talking of a general sense of improvement in his state 
of mind. The earlier preoccupations with symptoms are still present but are felt to be less 
bothersome. It appears that the patient is allowing more feelings of anxiety through, and 
this anxiety is therefore not immediately expressed as physical symptoms.
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Patient: The other, the other way that I looked at this dizziness was you know when 
I said there was the real physical complaint of labyrintheesis just before I became a 
priest.- because I know of those symptoms is it possible that this other stress, the 
stresses that I was encountering last year has has generated a psychosomatic 
representation of them?
Considering the possibility that his problems may have a psychological base is now a 
possibility but in turn creates more anxiety.
Patient: I didn’t know if you ever encountered it at all, you see say: 'Oh yes, about a 
dozen people have come to me like that'.
Here the patient appears to ask for reassurance.
Therapist: Or coming to see me once a week because I think not having me to cling 
onto is quite upsetting for you...
Patient: I don't know because coming to you has never relieved that particular set of 
symptoms. So in a sense I am exploring, trying to explore how one goes from the end 
of this to try to dissipate those.
The patient is still employing denial, but behind the denial the worries about what to do 
after the ending of therapy are emerging. The idea that the relationship with the therapist 
may have been helpful in itself remains a frightening possibility for the patient. The 
therapist's comments above are treated as though the therapy had been a course of 
medication and not a relationship. That is, the patient operates on the ‘part object’ level, 
when objects are considered only for what they can offer, the therapist in this instance. 
The patient talks of his father in the same fashion. Later in this session he says that the 
quality of his life has improved because his father is now living with him and the patient 
does therefore not feel as lonely. It appears that it is very frightening for the patient to 
allow himself to recognise the value of the therapist’s contribution.
Patient:....if there's any specific guidelines that you could give me as to how I go on 
from here about that aspect?
Therapist: I suppose if there is a guideline it would be to trust your own feelings 
about things, make your own mind up.
Patient: Yes but -
Therapist: Understand what you've been experiencing here over these last 10, 11 
weeks you know in relation to , you are saying some things might have been helpful, 
some things definitely weren't helpful. Or some things definitely weren't helped.
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Patient: I'm not sure what you mean I make my mind up. I mean I can't, I've found 
no way of determining how, whether I am going to overcome this giddiness or not....
Further on in this session the patient reports a dream, the first one in this treatment. He 
says that it was an erotic dream. The patient is, very reluctant to discuss the dream in 
depth. It is only after some considerable prompting by the therapist that the content of the 
dream is revealed. The dream centres on the patient being involved in a homosexual 
encounter in an expensive hotel. The therapist tries to use the dream to discuss the 
impending ending of the treatment.
Therapist: Mm . I was wondering about this dream. Because it seemed that it was a 
bit more mutual.
Patient: Yes it was.
Therapist: And I wonder if it might reflect what you feel at times has gone on here 
and at times you have been open, intimate with me in a way that that perhaps you've 
felt very great difficulty being in other relationships. Something that feels mutual 
and sharing and I wonder if it's also like an alarm going off, if it is frightening, 
alarming, that it is coming to an end.
Patient: But the alarm is not there because the most alarming symptom has not been 
touched at all the way through.
It becomes clear that the idea of mutuality has to be defended against from the 
characteristic and curious way in which this patient responds. The essence of what the 
therapist says is, as though, misunderstood and the issue is addressed on an entirely 
different level of abstraction. In other words the meaning of what the therapist is saying is 
destroyed. In spite of these defences presented by the patient, the therapist persists in 
attempting to draw the patient's attention to the meaning of the ending of the therapy.
Therapist: But that sound very much how you might experience not being supported 
here by these sessions, by me... and you have this alarm that what ever it is, the 
sensation, the symptoms will come back and back. Nothing to support you.
Patient: Alarm is the right word to use that I have at the moment towards not 
getting anywhere with resolving the symptoms of dizziness. Alarm is the correct 
word for that. The correct word to describe these sessions coming to an end is 
apprehension.
In the above the patient is relenting a little and is considering the possibility that he does 
have feelings about the ending of therapy. However these feelings have to be redefined as 
something much less intense than the therapist had suggested.
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Towards the end it appears that the patient is allowing himself to reflect on what may 
have been helpful, even about things he does not fully understand.
Therapist: And I wonder if the erotic, the angry are feelings that really you prefer 
consciously not to really know about, but touching on them here has had some 
impact.
Patient: I can't picture the mechanism but sort of an instinct tells me it has.(silence) 
At least I presume it has if something has happened in the 12 weeks for the better.... 
Perhaps if I gave it some thought it would come to light but off the cuff I couldn't 
immediately. When you identified the abject nature of the loneliness last year that 
certainly engaged very strongly. And in the earlier sessions when you said that this
misbehaviour is of the nervous system must produce such a sense of misery it was
something that had not been picked up by anybody else.... it was clear that you were 
aware of the depths to which that discomfort went.
4.5.2. Argumatics analysis o f session 11
Patient: Whenever I cough quite heavily exactly the same form of dizziness for a 
measured amount of time came on.(silence) The other,(silence) the other way I 
looked at this dizziness was you know when I said there was the real physical 
complaint of labyrintheesis just before I become a priest - because I know of those 
symptoms is it possible that this other stress, the stresses that I was encountering last 
year has generated a psychosomatic representation of them. Is that the sort of thing 
that’s known to happen?
Therapist: I, you know I'm not sure and I don’t think that- (interrupted)
Patient: I didn’t know if you ever encountered it at all you see, say 'Oh yes, about a 
dozen have come to me like that'. So you couldn't immediately say that there's a 
dozen people come to me like that.
Therapist: I'm not sure that I would say that, because that may be you wanting me to 
reassure you and that’s important. That you want from me to be able to say,’ Oh 
don’t worry about it.’ (interrupted)
Patient: No it wouldn't be- if you said yes or you said no it wouldn't be reassurance 
would it? It would just be ruling out.
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I have been under stress last year
knew about these symptoms I now wonder, could it be that my 
symptoms are psychosomatic 
representations
The constituents of a psychosomatic 
reaction are there. I might have a 
psychological problem - anxiety
m
Patient 19
Diagram 19 -  Patient The Claim is a hesitant wondering, could it be that the symptoms 
are psychosomatic representations of something. The Data relevant to this thought is that 
the patient realises that he has an intimate knowledge of these symptoms. The Warrant is 
that he also realises that he has been under stress during the past year. The Backing is not 
directly verbalised, but could be something like, 'the constituents of a psychosomatic 
reaction are there’.The patient realises that he may have a psychological problem.
For this patient in particular the idea o f his symptoms being psychological in nature is 
very alarming because earlier he has spent some considerable effort in defending 
against this idea. Some thinking is happening as defences have lessened. Although the 
Backing is in itself not verbalised, the effect o f  this kind o f realisation is there, that is 
anxiety is emerging, but tolerated for a while.
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Therapist 19
(A)
m
The patient is anxious
You want me to reassure youYou want me to say "Oh don't worry'
Diagram 19 - Therapist: The therapist's Challenge is : 'You want me to reassure you', it 
addresses itself to the anxiety generated in the patient, and not to the presented Claim. 
The Data is that the patient appears to want the therapist to say something like 'Oh don't 
worry', the Backing is not verbalised but appears to be that the patient is now anxious.
This is a comment on what is going on between the patient and the therapist, a 
transference interpretation.
don't want reassuranceIf you said Yes or No, it would not 
be reassurance
It would merely be ruling something out
[W]
Patient 19a
Diagram 19a - Patient: The patient's Counter Claim is that he does not want 
reassurance. The Data that if the therapist would only say yes or no that would not 
constitute reassurance. The Warrant offered is that to say yes or no would merely be 
ruling out something. There does not appear to be any Backing to this Claim neither 
explicit nor implicit.
Here it appears that the patient wanted to explore the psychological meaning o f  his 
symptoms. The possibility did however generate so much anxiety that he wanted 
something from his therapist to make it feel safe enough. The indirect request did not 
however succeed, and the patient is thrown back on using his defence o f denial o f an 
inner feeling state and on concrete thinking , to cope with the anxiety. The silences and 
interruptions are also interesting in the relevant vignette, and further suggest the 
presence o f  conflict and anxiety.
Therapist: But I was wondering about this dream. Because it seems as if it was a bit 
more mutual.
Patient: Yes it was.
Therapist: And I wonder if it might reflect what you feel at times has gone on here 
and at times you have been open, intimate with me in a way that perhaps you’ve felt 
very great difficulty being in other relationships. Something that feels mutual or 
sharing and I wonder if it's also like an alarm going off, if it's frightening, alarming, 
that it is coming to an end.
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Patient: But the alarm is not there because the most alarming symptom has not been 
touched all the way through. No, I’ll rephrase that. Two alarming symptoms have 
been going on, one of which has been removed, the other of which still goes on.
Therapist: That's alarming, mm
Patient: But in my heart of hearts I never could see how that was going to go. I could 
see how psychotherapy might gradually help the other to peter out but I could never 
see how this real dizziness was going to be wiped out in anything we do.
It may be frightening for you that 
therapy com es to an end
Something mutual and important 
has taken place between us
You have difficulty experiencing 
similar mutuality with other people
The patient may not be frightened, a s  the 
relationship may have been indifferent to him
As the therapy relationship has been  
important, then the ending of it must be 
alarming
m
(ChJ
Therapist 20
Diagram 20 - Therapist The Challenge presented by the therapist is that it may be 
alarming for the patient that the therapy is coming to an end. The Data is that the therapist 
feels that something mutual and important has taken place between them. The Warrant is 
that mutuality is something the patient finds great difficulty in experiencing in his other 
relationships. The Backing which is not verbalised is that it makes sense if a relationship 
has been important that it's ending will cause alarm. The Qualifier 'maybe' is verbalised. 
However the Alternative interpretation might be that the patient does not experience the 
ending of therapy as frightening as the relationship has felt to him to be indifferent.
This is another transference interpretation based on the context.
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Patient 20
m
There is no alarm about ending
I don't want to think about how 
I feel about ending therapy
The most alarming symptom has 
not been touched
I never believed the most alarming 
symptom would go
If the therapy has not been helpful in my 
terms, I will not worry about its ending
Diagram 20 - Patient The Claim in response to the therapist's Challenge is that in the 
patient's mind there is no alarm about the ending of therapy. The Data for this Claim is 
that as the most alarming symptom has not disappeared. The Warrant is that the patient 
never believed that this symptom would go. The Backing is not verbalised, but could be 
that if the therapy has not been helpful (in his terms) then he won't worry about it's 
ending. The Alternative that maybe he does not want to think about what the ending 
means is not verbalised.
The therapist has offered his patient something to think about. The Challenge is 
substantiated by his subjective opinion that something mutual has taken place between 
them, see Data in Diagram 20-Therapist. There is no agreement to this fact from the 
patient. The patient appears determined not to consider the Therapist ’ Backing. He may 
not want to consider the possibility because it simply has no validity or he may want to 
avoid the issue because it causes him some distress. I f  we look at the the Claim and how it 
is developed by the patient, it is noticeable that the patient does approach the issue at a 
different level o f abstraction. He is not talking about a relationship o f  mutuality, he is 
discussing a treatment that has in an important sense failed, to relieve his symptoms. By 
remaining on this level, he can construct an argument o f why there is no alarm about 
ending. It is not possible to establish the truth about whether he does or doesn't find  the 
ending o f the treatment alarming, but it is clear that in order to construct his argument he 
has had to destroy the meaning o f what the therapist was talking about, that is the 
feelings about the ending o f a relationship. In this instance the defences used can be
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understood as manic defences as they are directed against recognising the value o f a 
relationship.
Therapist: ...And I wonder if the erotic, the angry are feelings that really you prefer 
consciously not really to know about, and touching on them here has had some 
impact.
Patient: I can't picture the mechanism but sort of an instinct tells me it has. (silence) 
At least I presume it has if something has happened in the 12 weeks for the better in 
the course of our inter dialogue, but for me to identify the points at which that 
happened is not possible. Perhaps if I gave it some thought it would come to light but 
off the cuff I couldn't immediately. When you identified the abject nature of the 
loneliness last year that certainly engaged very strongly, perhaps it was the strongest 
engagement of all , the realisation of that. And in the earlier sessions when you, in 
practise it was only about the second session you said that this misbehaviour of the 
sympathetic nervous system, it chucking out feelings of nervousness all the time 
must produce such a sense of misery, that rang home very true. The awareness that 
you had that whatever was going on was producing sheer misery or hell, in it self, 
was something that had not been picked up by anybody else and I've not pressed 
anybody about picking it up, you know it was clear you were aware of depths to 
which that discomfort went.
Therapist 21
(A)
(Ch)
m
You prefer not to think about th ese  normally
Such as talking of angry and erotic 
feelings
Touching on things you dont 
consciously want to know about has 
had an impact
Touching anxiety-producing material 
which the patient would rather avoid will 
have an effect
Diagram 21 - Therapist The Challenge is that touching on things the patient did not 
consciously want to know about has had an impact. The Data is that talking about angry
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and erotic feelings seem to have been important. The Warrant is that the patient appears 
not to normally want to think about these. The Backing is not verbalised but appears to be 
an idea that talking about difficult subjects the patient wants to avoid will have an effect.
The therapist makes an interpretation that in spite o f everything touching on unconscious 
material has had an impact.
Patient 21
(A)
The therapy has had an effect
I presume 
picture the mechanism
cant
Instintively I feel talking of difficult 
things had had an effect
Identifying my loneliness and the misery 
my symptoms caused, had an impact
If something has happened for the 
better during therapy then this 
must be the case
Diagram 21 - Patient The patient’s Claim in response to the Challenge by the therapist is 
to agree that instinctively he feels that talking about these difficult things has had an 
effect. The Qualifiers of 'I presume' and 'I can't picture the mechanism' are added. The 
Data is a reluctant 'If something has happened for the better during the therapy then this 
must be the case. The Warrant offered is that identifying his loneliness and the misery the 
symptoms had caused, had an impact (perhaps a connection with his therapist). The 
Backing is not verbalised but implied and seems to be that the therapy has had an effect in 
some way.
The patient has insight that things have had an effect. The Warrant adds more weight to 
the insight.
Therapist: I was thinking today and you reminded me again about the depths 
because you’ve just come from three funerals today and some of the comments you
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made - rest in peace, whatever one says, one of the depths you didn't mention in the 
long list of things that you did mention about what it might be, from very serious 
schizophrenia and major depression, violent ECT, one thing you didn't mention was 
suicide, the despair of being homeless.
Patient: Yes there are two er... firstly when I woke up this time I think I said to 
Harriet on her tape recorder that er... she had asked me if I ever felt suicidal and I 
had to say the truthful answer was no, not that but I've woken up some mornings in
a state that could have led almost to that accidentally But when this illness came
upon me it was so miserable at times that if I had found I'd got an illness that was 
going to kill me, it wouldn't have upset me at all and that's probably why the phobia 
for hospitals was removed because hospitals were frightening places where death 
could occur, now hospitals were places where death could occur and that might be a 
happy release.
Therapist 22
(Oh)
m
It is striking that you haven't 
mentioned suicide
It may not be something the patient 
allows himself to think about
You have mentioned many things 
that worry you such as 
schizophrenia, depression etc.
With the degree of despair the patient 
has indicate^ suicidal feelings might 
have been around
Diagram 22 - Therapist Immediately following the above the therapist produces another 
Challenge, that is, that it appears to be striking and perhaps a bit surprising that the patient 
has not mentioned suicide during his therapy. The Data is that many other worrying 
possibilities of what might be wrong with the patient have been mentioned. No Warrant is 
offered, and the Backing is not verbalise but implied, in that given the degree of despair 
expressed by the patient it is possible that suicidal feelings have been around. The 
Alternative that suicide may for some reason be something the patient has difficulties 
admitting to or thinking about is not verbalised.
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The Challenge arises out o f  the Backing as an ‘educated guess ’.
I must have felt suicidal in som e form
I no longer feared hospitals as I no 
longer feared death
m
Patient 22
Diagram 22 - Patient The Claim in response to this Challenge is that he admits that 
although he feels he has not consciously been suicidal he has sometime woken up in a 
state of mind which 'accidentally ' could have led to suicide. The Data offered is the fact 
that the patient feels that when he has felt really bad he would not have minded if he had 
been diagnosed as suffering from an illness that would kill him. The Warrant is that he no 
longer feared hospitals as before as he no longer feared death. The Backing which is not 
verbalised is that this must mean that the patient is or has been suicidal.
In the above the flavour o f the interaction is different. The suggestions by the therapist 
are thought about and not immediately dismissed. This indicates a greater tolerance o f  
anxiety, that is, it does not feel so dangerous to think about and even to talk about difficult 
feelings. In other word there has toward the end o f this session been a lessening o f  
persecutory anxiety. The value o f the therapist's contribution can be acknowledged, the 
existence o f the relationship can be thought about. The symptoms do not in the above 
vignette play centre stage, but instead the recognition o f their impact is considered. It 
appears that fo r  a brief moment the therapist is allowed worth and you get a feeling that 
the patient is actually grateful fo r  the therapist's contribution.
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4.6. Rotated Histogram showing changes in the patient’s preoccupations over time
Changes in the patient’s preoccupations from sessions 1,2, 6, 11 and 12 are mapped onto 
the rotated histogram below
John
15 Frequency
The variables in this histogram are as follows: The first column (1) is a catch all category. 
The second column (2) shows the number of statements indicating self reflexion. The third 
column (3) shows the number of statements indicating that the patient is ignoring the 
therapist’s statements. The fourth column (4) shows the number of stements indicating that 
the patient is acknowledging the therapist’s statements The fifth column (5) shows the 
number of statements indicating some awareness of others. The sixth column (6) shows the 
number of statements indicating a negative world view or negative statements.
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The seventh column (7) shows the number of statements indicating a positive world view 
or positive statements. The eighth column (8) shows the number of statements relating to 
physical symptoms.
The niumber of statements relating to physical symptoms decreased noticably, and 
negative statements decreased somewhat while positive statements increased slightly.
4.7. Independent Psychoanalytic Assessment of John (Session 1)
I thought the client conveys his anxiety at finding himself in the interview and at the same 
time use his familiar methods to control it. Early on he gives an indication of the level 
and intensity of his anxieties by speaking of phobic anxiety and his various methods of 
controlling his panic. He unconsciously sets about controlling the therapist by preaching, 
persuading and restricting areas of thought and awareness. Some of his feelings about the 
interview can be seen in derivatives such as in his talking about cancelling the holiday and 
his feelings linked to the parish priest. Firstly a parish priest has resigned but then a 
parish priest was someone who ‘might have different ideas as to conduct in services’.
In an attempt to control his anxiety the client struggles hard to 'conduct the service (the 
interview)' along familiar lines. He repeatedly emphasises his need for something to hold 
onto and so he clings to his ideas about his symptoms. His symptoms are familiar and 
always present; his therapist is unfamiliar and, up until now, absent.
I thought that he feared that the therapist threatened change in his material he conveys that 
change is threatening. Change appears in his mind to lead to catastrophic change. Hence 
promotion is prevented by colour blindness and progress as a priest by falling down on the 
job. The whole notion of being a priest is so threatening to him that he does not think 
about it. Instead his feelings of threat and awareness of his anxieties are kept out of his 
mind and held in the form of symptoms. As Bion says these symptoms cannot be thought 
- they are felt to be things - in - themselves - fit only to be gotten rid of. However he does 
realise that his methods, aided by Dr F., have not been a success.
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In the interaction I felt that the therapist found himself struggling to achieve some 
meaning in the room. Perhaps he did not quite realise how powerfully the client was 
controlling his thinking to prevent meaning. The client believes, as he says, in being 
‘absolutely at one’ - and he fears in the interacting that the therapist will remove the 
oneness and bring about change. Change threatens feelings and as he makes clear, and he 
is fearful of his abnormal feelings taking over and bringing loss of control. As long as he 
can keep his abnormal feelings in his symptoms he can control them. In the interview he 
uses preaching to convert the therapist to his gospel - the gospel that he describes as ‘all 
factors removed that were making life difficult’. The only person in the room who might 
make life difficult by bringing feelings and awareness alive is the therapist - hence he is 
controlled and preached to.
I thought that the therapist rallies towards the end and tries to name missing feelings and 
address the missing relationship - but a bit too late. Perhaps one way it might have been 
described something of the clients system and his partial awareness that it was not 
working. Anxieties linked to his fear of a close relationship and his fear of being seen as 
inadequate and disturbed fuel and his need to control himself and his objects. His 
dilemma is partly that he fears that the therapist will want to remove his defences and at 
the same time he knows that he need help to dismantle them. A further problem however 
is that he does not believe such help is possible or that he deserves it.
I noticed that the client says nothing of any personal life and only speaks of work. 
However, he seemed to have little idea of what being a priest actually means and at one 
point tries to argue that it is no different to any other job!
Comments:
The independent assessor comments on how the patient is struggling with handling his 
anxiety. The anxiety is felt to arise both from within and from the therapy situation itself. 
The therapy situation which introduces the possibility of change is felt to be dangerous. 
The independent assessor comments on the patient’s need to hold onto his defences in 
order not to address all the anxiety provoking issues. He also comments on the absence of 
any reference to personal relationships.
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4.8. Summary of John
This chapter has presented the analysis of the collected material for patient John. All the 
material has demonstrated John’s heavy reliance on defences in order to cope with his 
anxiety. The detailed argumatics analysis has described in detail how and when in the 
therapy interaction this defencive process has expressed itself. The Rotated histogram 
showed that over time there was some lessening of the patient’s preoccupation with 
physical symptoms, and a slight increse in positive statements. The frequency of 
therapist’s statements being considered did not increase. However in looking at the 
material from session 11, there are moments when it appears that the patient and therapist 
can think together in a trusting atmosphere about the patient’s fears.
The pre-therapy interview (see appendix 3) is yet another example of this patient’s need 
to concentrate on physical symptoms. In the post therapy interview (see appendix 3) the 
patient claims that he did not find the therapy helpful, and that it had made very little 
difference. He does however have a more positive outlook, and feels that there had been 
some improvement in his symptoms. This may be how things are for John or his 
responses during the interview may in them selves be a response to the ending of the 
therapy. The independent psychoanalyst commented that one sorce of anxiety for John 
was relationships. Maybe therefore John felt a need to continue to deny that his therapy 
relationship might have had meaning and value.
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5. Results: George
This chapter introduces the second of the subjects, George. Included in this chapter is a 
short background to the patient, a subjective analysis of selected sections of this patient’s 
therapy sessions and a detailed argumatics analysis of session one. The text in bold is the 
verbatim interaction between the therapist and patient. It often contains repetitions, 
hesitations and clumsy language. These have been kept to retain the authenticity of the 
therapy process. Included also is a rotated histogram showing changes in the patient’s 
preoccupations as expressed in four selected session from the beginning, the middle and 
the end of therapy. An independent assessment of session one by a senior Kleinian 
psychoanalyst is included and discussed. Finally a summary of all the presented material 
is included with reference to before and after interviews conducted with the patient for 
the purpose of this research. Transcripts of the before and after therapy interviews can be 
found in appendix 3. (In George’s case the transcripts have been edited and sections left 
out in order to preserve confidentiality). Notes on George’s initial psychotherapy 
assessment can be found in appendix 1. The interview schedules used for the before and 
after interviews can be found in appendix 4. The complete transcripts of the recordings of 
George’s sessions of psychoanalytic psychotherapy are available on the CD-rom, 
appendix 5, available from the author on request.
5.1. George
George was undergoing brief analytical psychotherapy. He was offered twelve sessions at 
the Cassell hospital. Session one was analysed in detail. Transcripts of George’s 
psychotherapy assessment and also of a follow-up consultation conducted at the Cassell 
hospital can be found in appendix 1.
George is a man in his early fifties. He is a reporter, who has recently experienced 
difficulties at work. He has been demoted rather than promoted. A detailed argumatics 
analysis was carried out of material from session one as it was felt that this patient’s 
typical functioning was evident in this session and did not change much during the 
therapy. The independent assessment by a senior Kleinian analyst is included for this 
session.
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George is a reporter for a well-known media company. George’s difficulties at work had 
sparked off a series of symptoms, directly caused by hyperventilation, which in turn was 
caused by anxiety. The patient saw himself as a high achiever whose self-esteem was 
closely linked to academic and other achievement. He had excelled at school and had 
attended the best universities. His job had been one where he had constantly had a high 
profile, and one, which had given him a lot of narcissistic gratification. However, for 
reasons not entirely clear he had recently been moved into another department, and been 
given less high profile assignments. In addition the possibility of redundancy was there. 
The patient felt these events had taken place as a result of internal power struggles at his 
place of work. He also felt that due to his age he was no longer valued.
George is married with two adopted children. He claimed there were no significant 
problems with these relationships. He resisted more in depth exploration of these 
relationships. George maintained that he had a happy childhood. He came from an 
achievement oriented family. He had two brothers who had not been as successful as he 
had. In fact, George, had been considered by his family of origin, as something of an 
academic showpiece. There was some anger with his father about this.
Therapy
The therapy started off in an unfortunate manner. The relatively inexperienced therapist 
was in the initial consultation also offering to refer George for behavioural therapy. 
Although this other therapy did not start during the 12 sessions of analytical therapy, it 
seemed to colour the interaction in a way, which promoted splitting. That is, this man did 
not want to entertain the possibility that his symptoms may have a deeper meaning. This 
created a contradictory state of affairs, as at the same time it was clear to George that his 
symptoms were of a psychological nature. George’s rationalisation for attending therapy 
was that he did not want to miss the opportunity that it might do some good. Maybe as a 
result of the confusion he approached the therapy in a rather passive way.
The therapy sessions were characterised by George bitterly complaining of how unjustly 
he had been treated, and discussing at length his previous achievements. In his first 
session he was very keen to talk about his many celebrity contacts, as if this gave him a
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greater sense of self worth. The sessions frequently contained lengthy ruminations about 
the nature of the symptoms, and how troublesome they were. However in the second 
session there was a realisation by the patient that his self-esteem, which he had always 
considered high, was in fact rather precarious. Feelings of not being in control and feeling 
powerless were discussed. George showed a marked reluctance of taking responsibility 
for his feelings and his predicament. George expressed this by saying: 'that is the way I 
was made'. The therapist’s interventions were frequently either dismissed or not 
understood. It appears that a negative therapeutic reaction was developing, not helped by 
the prospect of having behavioural therapy later.
It seemed as though a situation arose which meant that if George were to allow the 
therapist to help him, his already low self-esteem would get even worse. This situation 
could arise as a result of recognising that some one else had something to offer him that 
he could not provide for himself. Some anger was emerging during the therapy but any 
connection between these feelings and the therapist was denied. Very little concern was 
expressed for anyone else, such as his wife, who seemed to have had a hard time with the 
patient's symptoms. However it is worth noting that in the post therapy interview George 
expressed some concern for his wife. During the same interview it appeared that in spite 
of the seemingly unproductive time spent in therapy, George felt a lot better, although he 
was adamant that it had nothing to do with his therapy. In his opinion the therapy had 
been entirely useless.
The subjective/intuitive analysis of this therapy suggests that George relied heavily on 
denial and on destruction of meaning, in dealing with the therapist's interventions. This 
happened often by a switching of levels of abstraction in the service of denying and 
avoiding uncomfortable feelings. For example, in session 2 when the therapist was 
drawing George's attention to the fact that he seemed very uncomfortable about not 
getting any direct feedback from her, his response was:
’I'm in completely new territory and I don’t know what is the norm, I don’t know 
how your other patient’s operate, I don't know what the technique is etc.'
That is not addressing himself in any way to the issue of how he felt, but addressed 
himself to how the therapist might be working, an issue not appropriate in this context.
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Projection also featured strongly in this therapy. This conclusion was drawn from the fact 
that, all George's misfortunes were consistently blamed on somebody else, usually his 
employers.
...Well I feel I’m one of an old school an urn a bit like a walrus really (believing in 
good values), you know surrounded by sort of er rather nasty, younger, go-getting 
clever people. I think the nature of the place has changed...
There was no thought given to whether George may in some way have contributed to his 
career problems, a possibility that one might expect worthy of consideration.
The material George was bringing had a one-sided flavour. George was complaining 
bitterly about how hard done by, he felt in relation to his employers. Attempts by the 
therapist to bring in other areas of his life as possible sources of conflict were rejected. 
The discussion was kept within familiar safe areas, that is, problems were explained, and 
discussed only with reference to familiar external issues. When the therapist suggested on 
several occasions alternative explanations for the patient's anxiety, they were denied or 
destroyed by semi deliberate misunderstandings or by changing the level of abstraction of 
the communication.
For example, the therapist said:
’this is the ninth session and we are nearing the ending of the therapy, and you 
maybe experiencing some sort of dependency and are wondering now about what it 
will be like without the sessions.’
The patient responded by,
'No not at all. I mean I think...er, I was quite surprised at the kind of re-emergence of 
anxiety although it's because at work I am sort of self-pacing etc.. So I mean I think 
the er.. what I felt is simply a straight reaction to the circumstances and the context 
in which I was working....'.
Disagreeing with one's therapist is of course a common thing in treatment, but in this case 
almost every suggestion the therapist made was rebuked in this manner. The nature of 
this interaction alone suggests that we are dealing with a need to deny and destroy the 
meaning that the therapist attempts to bring to the situation. It furthermore serves the 
patient’s need to triumph over the therapist. In fact the patient discussed on many 
occasion how he would be conducting the sessions if  he were a therapist.
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5.2.1. Session 1 
Subjective/Intuitive analysis
The session is initiated by a discussion about what the focus of the therapy should be. The 
therapist suggests that it might be helpful to focus on the relationship with the patient’s 
father, and on the patient's need to be in control. The suggestion is however immediately 
dismissed by the patient. He feels that the relationship with his father is irrelevant to his 
present problems.
The issue of needing to be in control, is dismissed by:'I don’t sort of use that phrase. I
think it’s more the fact that I’ve been used to succeed.' There after George launches
into a lengthy rumination about work. He appears very keen to convince the therapist of
his abilities. The therapist introduces the idea that as there has been difficulties in the
patient's life these could have also caused tensions in his marriage. This suggestion is
dismissed. The patient feels for instance that his infertility, and the subsequent adoption
of two children were areas, which caused remarkably little tension. Only the dog appears
according to the patient to be a bone of contention in his marriage.
...There is just a small thing, rather a bone of contention between us which is that 
er...we had a dog which I didn’t like, which I never wanted and which uh... possibly 
I was very angry about....
One gets the impression that the feelings about the dog are really projections of feelings 
belonging elsewhere. His wife or his children are not discussed without prompting. No 
concern of their ‘well-being’ is expressed. From time to time in the session the therapist 
attempts to bring in, what it means for the patient to have started therapy, and what it 
feels like to now be in a situation where he is not in control, and may need to trust his 
therapist. These explorations are met with statements that this is not relevant and in any 
case the therapy situation does not cause him any anxiety.
.... you keep using the expression ‘out of control’. I feel completely in control...
Whenever possible the patient likes to talk about his work and explicitly or implicitly 
tells the therapist how capable he is and how humiliated and rejected he feels about the 
changes in his position. He further talks at some length about how worried he has been 
about alarming physical symptoms he has experienced during recent times. The only
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domains, which the patient introduces in this session, are his work situation and his 
health.
5.2.2. Argumatics analysis o f session 1
Therapist: I think how you view this is probably much more like a question and 
answer session, the way you’re speaking it's much more like a sort of interviewing 
type situation and not finding ways in which one, we can both together explore how 
you're feeling.
Patient: Well, um I'm used to an interview format because I'm doing it myself um, 
but if I stop on the whole I feel I've said everything, I can think of.
Therapist: I think you are finding it very difficult...
Patient: Well, yes but you have to give me guidance, I don't quite know where I am 
going.
Therapist: You don't know where you are going...(Unclear material)...
Patient: Uh, I suppose it is in a way. I previously had got rather stale doing the same 
thing for a long time. I mean, I think er, you know I like new challenges, maybe. You 
know I have applied for new jobs previously without success but I think I've got that 
kind of mind that needs fresh stimulation otherwise it would atrophy...I don't feel 
frustrated at home. You know I’m OK at home. But I've just got a sense of 
dissatisfaction and um... unfulfilment really.
The patient is anxious and controlling
It is like a question and answer 
situation
You view this situation as though it 
was an interview
As this is a new situation the patient 
may not know what to do
It is not a situation in which we can both 
explore how you are feeling
(W)
(Ch)
Therapist 23
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Diagram 23 - Therapist: The therapist offers the Challenge that the patient appears to 
view the present situation similarly to an interview. The Data is that the situation appears 
like a question and answer situation. The Warrant is that the situation does not appear to 
be one, which is conducive to both of them exploring what the patient is feeling. The 
Alternative, which the therapist is not verbalising, is that as this is a new situation for the 
patient and he may not know what to do and therefore 'uses an interview format'. The 
Backing, which is not verbalised, is that the patient is anxious and controlling.
Here the therapist is gently trying to draw the patient's attention to what he is doing, that 
is to the Backing, although she is not spelling it out.
If I stop, I have nothing else to say am used to an interactive format..
For me to do anything else, I need guidance
I am feeling very anxious about the 
situation
It is your responsibility to make something 
else happen
m
Patient 23
Diagram 23 -  Patient: The patient's Claim is that he is ‘used’ to an interview format. 
The Data is that if he stops (does not say anything) that means that he has got nothing else 
to say. Slightly later on he offers a Warrant, that he needs guidance. The Backing, which 
is not verbalised, does appear to be about responsibility. There seems to be in the patient's 
mind the idea that it is the therapist's responsibility to make something happen. The
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Alternative that the patient is finding the situation very anxiety provoking is not 
considered.
The patient makes a Claim, which on the surface seems reasonable enough, given that he 
is a reporter by profession. However he offers curious Data to substantiate his Claim. He 
says that i f  he stops talking it means that he has got nothing else to say. The Claim does 
not follow the Data although it is presented as though it did. The Warrant does on the 
surface appear reasonable enough, however in this context it seems to serve a function o f  
not taking responsibility. The suggestion seems to be that the responsibility for making 
things happen rests in the patient's mind with the therapist. Which amounts to a denial o f  
having to think, and a projection o f responsibility onto the therapist. It is also an example 
o f concrete thinking in the sense that the patient does not take up the Challenge to think 
why he reacts in this way. He uses the idea o f an interview format concretely.
Patient 23a
(C)
m
(B.l)
I have been getting rather stale
feel like that because I am depressed
I need new stimulation, fresh challenges
I have got a sen se of dissatisfaction
It is somebody else's responsibility to 
provide it for me
IVe got that kind of mind which needs fresh 
stimulation otherwise it will atrophy
Diagram 23a -  Patient: (This interchange is preceded by a Challenge by the therapist 
which is unfortunately very unclear on the audio tape).
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The Claim here is that the patient feels he needs new stimulation and a fresh challenge. 
The Data is that he feels he has been getting rather stale. The Warrant is that he is feeling 
a sense of dissatisfaction. There appear to be two Backings. The first one is verbalised, 
and is that the patient has got the kind of mind which needs fresh stimulation otherwise it 
will atrophy. The second one, which is not verbalised, is that the responsibility for 
providing this stimulation is somebody else's not his own. The Alternative, which is not 
verbalised, could be that his present state of mind may have more to do with the way he 
feels, that is depressed, rather than with needing stimulation.
This suggests narcissistic personality traits (he is a special kind o f person). At the same 
time it constitutes a suggestion that the responsibility for providing the stimulation is not 
his but somebody else's. Thus George uses projection o f responsibility and a denial o f  
having to think about his situation.
Patient:  My wife and I we were sort of together in that and sort of shore each
other up...facing the same problems together.
Therapist: Perhaps now you feel that you’re facing the problem alone as it were?
Patient: No, no I think she (wife) is most supportive, very supportive. I think she 
shows you know, great understanding, more than I can er um well fit for in the 
circumstances. I think it’s partly because she.... has to deal with a lot of people and 
problems herself at work... But I think she is more understanding of me than I would 
be of her. I think she is a much more understanding person than I am. She shows 
irritable behaviour.... but I think she is extremely understanding. ...There is just a 
small thing rather a bone of contention between us which is that er we had a dog 
which I didn't like, which I never wanted and which uh possibly I was very angry 
about because I would rather not have it but...Well I don’t like it because it licks and 
messes on one's lawn which I think is dangerous as regards children. There have 
been cases of,...diseases of the eye...and she won’t get it trained to go in a particular 
place and she always thinks....
Therapist: So it's not in control?
Patient: Well it’s an extremely ebullient dog in terms of...er , I mean I don’t object to 
dogs....I think my wife understands precisely what I mean but she is not going to 
change things...and the whole things gone too far...the children will be terribly upset 
if you get rid of it. I think that's the only persisting sore...
(long silence)
But I don't think what goes on at home er bears any relevance to what has happened 
to me over the last year...and nor am I trying to put off exploring that side but um I
157
really don’t know if I'm looking for causal....I don’t think that that is of any 
relevance. I think there have been spin offs, I think um the sort of emotions, the 
strength of emotions I’ve felt since last year have er... perhaps made relationships at 
home rather more difficult but that’s because I’m being more uptight and um you 
know, my wife has told me so as well.
Then you were facing things together
Suspicion that there are marital problems
Maybe you feel you are now facing 
things alone
m
Therapist 24
Diagram 24 - Therapist: The Challenge offered here is that maybe the patient feels that 
he now is facing things alone. There is no real Data for this Challenge, only that in the 
previous sentence the patient had referred to the past when he said he and his wife had 
faced things together. There is also no Warrant. The Backing is not verbalised but is 
something like, one might expect a patient who is presenting like this to also have marital 
problems.
It appears that the therapist is merely guessing here.
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Patient
(W)
My wife is normally very 
understanding
don't like the dog
The dog may be a way of focusing 
the hostility in the marriage
The only real problem we have is 
the dog
If the only problem in a marriage is a dog, it 
must mean there are no real problems
Diagram 24 -  Patient: The patient's Claim is that the only problem he is having at 
present with his wife is about the dog. The Data is a lengthy monologue about how 
supportive and understanding his wife is. The Warrant is that it is the dog he doesn’t 
like. The Backing, which is not verbalised but strongly implied is that, if the only 
problem a couple are facing is about a dog then that must mean that there are no real 
problems. The Alternative is not verbalised and not apparently thought of either. The 
Alternative could be that the dog is the focus of the hostility that exists between husband 
and wife.
This scenario is about minimising and dismissing the possibility that there might be 
issues worth thinking about in relation to his marriage. The defence used is denial o f a 
need to think, plus displacement and projection o f  anger, and irritation onto the dog. 7 
don 7 need to think because the dog is the problem, i f  the dog were different or not there, 
there would be no concerns'.
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The only problem we have is the dog What goes on at home is of no 
relevance to my problems
My problems are of a different origin and 
nature to what is being suggested
The recent tensions at home are only 
•spin-offs* from the real problems
m
Patient 24a
Diagram 24a - Patient: The Claim is that what goes on at home for the patient is of no 
relevance to his problems. The Data to this Claim appears to be the discussion above, 
leading in his mind to the conclusion that the only problem around at home is about the 
dog. The Warrant is that although there has been increased tension lately at home these 
are just 'spin offs'. The Backing isn't verbalised but seem to be an idea that his problems 
are of a different origin to what the therapist is suggesting.
Here it appears that the patient is trying to direct the attention away from his marriage 
and home life. He uses denial o f responsibility, and displacement.
Patient: Er you know I can handle these sort of things but yet just as an illustration 
er of what we're talking about I do feel a strong knot of nervous tension the whole, 
the whole day which .... I don't want to run the risk of snapping as has happened in 
the past. Undoubtedly something does snap inside I don't know what it is.
Therapist: Perhaps you worry that if you were to snap like that that you'd actually 
break down in other sort of ways?
Patient: I don't know (silence). I mean I'm um, I have broken down and cried over a 
situation but I can't say I've ever broken down in the sense of breakdown...I don't 
know what that would involve. You hear people saying, someone had a breakdown, 
which usually involves sort of I don't know, complete collapse of some sort, and they, 
you know seem to take a long time off. Well, I don’t really understand what that 
really means. I've certainly never suffered it myself.
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I am at some kind of risk
Something does snap inside of me
m
Patient 25
Diagram 25 -  Patient: The Claim is that the patient does not want to run the risk of 
'snapping' like in the past. The Data is that although he feels he can handle these ‘sort of 
things’, he does feel a knot of nervous tension the whole day. The Warrant is that the 
patient does feel that something does 'snap' inside him. The Backing is not verbalised but 
implied, in that the patient feels he is at some kind of risk.
The patient is expressing anxiety in a perfectly coherent way, however it is not clear 
what he imagines the risk might be.
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Patient's past material
The patient fears emotional breakdown
Perhaps you worry that if you were 
to snap like that you'd actually break 
down
(W)
(ChJ
Therapist 25
Diagram 25 - Therapist: The Challenge is that maybe the patient feels that if  he were to 
'snap' again this would actually be a ‘break-down’. The Data is not spelt out, but the 
Challenge rests on the patient’s previous communication. No Warrant is offered. The 
Backing is partly incorporated in the Challenge, that is, the patient fears an emotional 
breakdown.
The therapist is in this communication trying to make explicit and explore the patient’s 
Backing, an amplification o f the patient’s anxiety..
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I don't know what having a 
breakdown involves
It I don't know what breakdown 
means, I cannot be at risk
The fact that I have not suffered a 
breakdown in the past, does not mean 
that I won't in the future
m
Patient 25a
Diagram 25a -  Patient: The Counter-Claim in response to the therapist's Challenge is 
that he, the patient has never suffered a breakdown in the sense of 'complete collapse’. 
The Data is that although he has broken down in the sense of crying, he has not broken- 
down in the sense of 'breakdown'. The Warrant is that he does not know what having a 
breakdown involves. The Backing is not verbalised, but implied, that is if he does not 
know what a breakdown means he cannot be at risk. The Alternative, which is not 
explored, is that the fact that he has not suffered a breakdown in the past and that he does 
not know what it involves, does not mean he could not be at risk or fear it in the future.
In this vignette the patient completely contradicts himself, from quite coherently 
discussing that he feels he is at risk o f  some kind o f  ‘breakdown' to denying it. As the 
therapist was amplifying George’s anxiety George found it intolerable and his defences, 
needed to be mobilised, in order to ward o ff more anxiety. It is clear in the second part o f  
the above section, (Patient 25a) that the argumentation has become 'concrete' in nature, it 
has become a play on words. The Backing reveals omnipotent thinking, and the section 
illustrates a denial o f  the anxiety which was being expressed by the patient himself only a 
few  moments earlier.
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Patient: But you must have done this with other people and had a, I don't know, a 
degree of success that achieves but its your business.
Therapist: Are you saying that your actually feeling quite out of control at the 
moment of the situation.
Patient: I don’t, I mean you keep using the expression out of control. I feel 
completely in control....It doesn’t mean to say that I'm out of control because one 
can't for see consequences. I feel that would be a very controlled position to be in.
Therapist: I think that's quite an intellectual approach to how you’re actually 
feeling.
Patient: Uh, well I've not thought of, I mean you must have deduced that’s the kind 
of person I am. I'm very I try to be as rational and I work out things in my head...but 
I think it's a sensible approach, because as I say I've got no experience of ever doing 
this kind of thing before and I haven't read much about it either. As I said almost my 
only knowledge or experience is through my particular friend who is a psychiatrist.
Patient's past communication
The patient must feel out of control
Are you saying you feel quite out 
of control?
m
Therapist 26
Diagram 26 -  Therapist: The Challenge is that the therapist is wondering if the patient 
feels quite out of control in this situation. The Data is the patient’s previous 
communication. No Warrant is offered. The Backing is not verbalised, but is an 
assumption, given the situation the patient finds himself in that he must feel out of 
control.
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This constitutes an educated guess or a suggestion. The therapist is not linking this 
suggestion directly to the material, but she is making assumptions. She expresses the 
situation in strong terms by saying, ‘quite ’ out o f control.
Patient 26
(W)
feel completely in control
If I feel in control, then that must be the case
It does not mean to say that I am out of 
control because I cant foresee things
Diagram 26 -  Patient: The Claim in response to the Challenge is that the patient says he 
feels completely in control. There is no Data for this Claim. There is a Warrant, namely 
that the fact that he cannot foresee things, does not mean that he is out of control. The 
Backing is not verbalised, but seems to be that if he feels he is in control then that must 
be so.
In response to the therapist's suggestion the patient responds by a denial. This is a denial 
o f a need to think about the possibility o f feeling out o f  control. The way the denial is 
constructed suggests the use o f  omnipotent thinking. It is possible that the intensity o f the 
denial arose in response to the way the therapist worded the original Challenge to the 
patient.
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Patient's communication
Patient is intellectualising
What you have just said is an 
intellectual approach to how you are 
feeling
<B)
(Ch)
Therapist 26a
Diagram 26a -  Therapist: The Counter-Challenge in response to the patient's Claim 
above is that what the patient has just said represents a very intellectual approach to his 
feelings. The Data is the patient's previous communication. No Warrant is offered. The 
Backing is incorporated in the Challenge and is a belief on the therapist's part that the 
patient is intellectualising.
The therapist is trying to challenge the patient to think about the defensive quality o f his 
argumentation.
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I am an intellectual person
To be intellectual is a  sensible approach
I try to be rational and work things 
out in my head
I have no experience of having 
psychotherapy before
m
P atien t 2 6a
Diagram 26a -  Patient: The Counter-Claim in response to the previous Counter-
Challenge is that the patient agrees, he feels he is a very intellectual person. The Data is 
that he tries to be rational, and work things out in his head. The Warrant is that he has no 
experience of psychotherapy. The Backing is verbalised and is that he believes that to be 
intellectual is sensible.
At the beginning o f  this vignette, it seems the patient is getting in touch with some 
anxiety, which the therapist is then amplifying. The patient cannot cope with the 
amplification therefore he needs to deny again what he has already considered. Typically 
there is no Data for his statement that he feels completely in control. The fact that he 
needs to underline his belief by using a strong word like completely, further suggests that 
defensive thinking is at work. As mentioned above the patient's ‘completely ’ may be in 
response to the therapist's ‘quite’. The therapist responds to the patient's Claim by 
commenting on the ‘intellectual' style o f the patient's response. This was meant to draw 
the patient's attention to the concreteness and superficiality o f  the patient's argument. 
However the patient responds on a different level o f  abstraction, he responds on a 
'concrete' level, by agreeing that this is the kind o f  person he is, as i f  he had not 
understood the Challenge at all. He gives Data and Backing fo r  his position. 
Interestingly the Warrant gives an indication o f  uncertainty, he points out that he has
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never been in psychotherapy before, as though on some level he is aware that he is 
distorting the levels.
It seems that to call the patient's style o f communication Intellectual' was an unfortunate 
choice o f  word in this instance. Anything called intellectual is highly valued fo r  this 
patient and it provided him with a way out o f  ‘understanding' that the therapist was 
talking o f defensive functioning.
168
5.3. Rotated Histogram showing changes in the patient’s preoccupations over time
Changes in the patient’s preoccupations from sessions 1,9, 10, and 11 are mapped onto 
the rotated histogram below
George
15 Frequency
Session No.
The variables in this histogram are as follows: The first column (1) is a catchall category. 
The second column (2) shows the number of statements indicating self-reflection. The 
third column (3) shows the number of statements indicating that the patient is ignoring 
the therapist’s statements. The fourth column (4) shows the number of statements 
indicating that the patient is acknowledging the therapist’s statements The fifth column 
(5) shows the number of statements indicating some awareness of others. The sixth 
column (6) shows the number of statements indicating a negative worldview or negative
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statements. The seventh column (7) shows the number of statements indicating a positive 
worldview or positive statements. The eighth column (8) shows the number of statements 
relating to physical symptoms.
The patient’s preoccupations did not alter noticeably. His frequency count of statements 
indicating a negative worldview almost doubled by session 11.
5.4. Independent Psychoanalytic Assessment of George (Session 1)
The client came across as difficult and defended, appearing reluctant and uncomfortable 
in the position of interviewee, rather than interviewer. His feeling of having some self- 
awareness provided for him to appear threatening. In the exchanges about control and 
losing control etc., I feel he did not like the counsellor noticing things about him and 
saying them.
I think the interview is characterised by a feeling of coldness and accompanied by an 
intellectual quality and rivalrous undercurrents. A further feature is hostility and cold 
hostility at that. It is first expressed towards the dog, then his wife then his employers. In 
the last part of the interview hostile and critical feeling is directed towards the counsellor 
when he feels he has been left to experience silence. He comes near to saying that if he 
had been conducting the interview he would have protected the client against it. I think 
that it adds up to narcissistic defences. Further corroboration of narcissistic structure is 
seen in his internal conviction that psychic well being is inextricably linked with 
achievement and success. Prospect of failure is shot through with feelings of paranoid 
anxiety. His attitude towards those from whom he feels he is (or has) receiving hurt is 
moral hostility.
I think the interviewer finds herself struggling to think - not surprisingly since she is in 
receipt of feelings of failure and inferiority actively projected into her. I also find the 
typescript interesting firstly because the client drifts off - presumably because he becomes 
inaudible, and secondly because it is hard to tell who is who. Whilst both characteristic 
of narcissistic interaction. The interviewer must strain to listen; and increasingly there is 
an unconscious attempted take-over by the client of the interviewer’s mind.
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Comment: The independent assessment summarises the hostile atmosphere between 
patient and therapist. It highlights the patient’s need to push away (project) onto the 
therapist feelings of failure. The patient’s need to rely on defences is highlighted. The 
difficult situation thus created for the therapist is also commented on.
5.5. Summary of George
George presented as a rather reluctant and uncooperative patient. It is not clear why he 
stayed the course of therapy. He had a great need to see his difficulties as due to external 
factors and not essentially his responsibility. How he maintained this view is illustrated in 
the detailed analysis. The hostile attitude of the patient towards being helped is also 
evident in the rotated histogram, which shows a high frequency of incidents of ignoring 
the therapist’s comments and a low frequency of incidents of acknowledging the 
therapist’s comments. The independent assessment highlights the hostile self-centred or 
narcissistic quality of this man’s interactions.
The pre-therapy interview (see appendix 3) similarly illustrates this man’s need to see his 
difficulties as being entirely due to external factors and his need for being the focus of 
events. The post therapy interview (see appendix 3) also highlights the hostility of 
George. He is not allowing for the possibility that the therapy might have been helpful in 
anyway although at the same time he reports that he feels a lot better. In fact he remained 
very critical of how his therapist had conducted the sessions.
George’s defensive style did not change significantly during the treatment. The areas 
explored remained the same safe ones over the therapy, as would be expected since the 
defences did not get significantly modified. More work on this patient’s defensive style 
might have moved the therapy forward and allowed for the exploration of deeper levels. 
These findings are in agreement with the independent psychoanalytic assessment of 
session 1.
In this session the defences at play were denial of feelings related to beginning therapy. 
George used intellectualisation, that is, everything was approached in an intellectual
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fashion. There was destruction of meaning of the therapist's suggestions furthermore there 
was evidence of concrete thinking with excessive anxiety for his own safety and 
projection. The prominent use of these defences amount to considerable splitting. The 
anxiety present in the session was of a persecutory nature. There was no evidence of 
concern for anybody else. In fact a kind of combat situation was set up between the 
therapist and the patient, where the patient avoided any suggestion coming from the 
therapist and instead redefined the issues as he saw them. He was thereby exercising 
considerable control over the session. Notably he felt hard done by because the therapist 
did not provide the patient with any guidelines and further he seemed annoyed by the 
therapist leaving him in silence.
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6. Results: Elizabeth
This chapter introduces the third of the subjects. Elizabeth was undergoing cognitive 
analytic therapy.
Included in this chapter are a short background to the patient, a subjective/intuitive 
analysis of selected sections of this patient’s therapy sessions and a detailed argumatics 
analysis of sessions seven and eight. These were analysed in detail as these were felt to 
reflect the typical interaction between this patient and her therapist. The recordings of the 
early sessions were of such poor quality that transcripts could not be produced. The text 
in bold is the verbatim interaction between the therapist and patient. It often contains 
repetitions, hesitations and clumsy language. These have been kept to retain the 
authenticity of the therapy process. Included also is a rotated histogram showing changes 
in the patient’s preoccupations as expressed in four selected session from the middle and 
the end of therapy. An independent assessment of session one by a senior Kleinian 
psychoanalyst is included and discussed.
Finally a summary of all the presented material is included with reference to before and 
after interviews conducted with the patient for the purpose of this research. Transcripts of 
the before and after therapy interviews can be found in appendix 3. Notes on Elizabeth’s 
initial psychotherapy assessment in the form of a GP letter can be found in appendix 1. 
The interview schedules used for the before and after interviews can be found in 
appendix 4. The complete transcripts of the recordings of Elizabeth’s sessions of 
psychoanalytic psychotherapy are available on a CD-rom, appendix 5, available on 
request from the author.
Included in the appendices is also additional material used in cognitive analytic therapy, 
such as a letter from the patient to the therapist, the therapist’s reformulation of the 
patient’s situation, a diagrammatic representation of the patient’s dilemma and the 
therapist’s good-buy letter to the patient. These can all be found in appendix 2.
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6.1. Elizabeth
Elizabeth was 29 years old at the time of her therapy. She is a single woman, a filmmaker 
by profession, but unemployed at the time of the therapy. Elizabeth was seeking 
psychotherapy as a result of stress caused by the ‘on and o ff relationship with her 
boyfriend of a few years standing. Elizabeth came from a religious, puritanical home. She 
is the third of five siblings. Elizabeth describes her family in an unemotional detached 
fashion. In fact, she appears contemptuous and clinical. Her father is described as 
‘superficially quiet but a massive egotist underneath’. Her mother is described as ‘also 
very inhibited’. One of her brothers is described as ‘probably educationally 
subnormal’. When describing her own early experiences, it was difficult to ascertain the 
facts, such as where she grew up etc. What she volunteered were feelings of being 
emotionally abandoned by her mother because mother was working, and also needed to 
attend to her other children. She felt that her father was a strict disciplinarian, who 
occasionally caned her, especially if she had wet herself. During therapy Elizabeth 
described how she and her sisters had to undergo humiliating examinations of their 
underwear by their father. Elisabeth talked of how she feared being punished in her 
childhood. At the same time she lived in fear mixed with pleasure of seeing one of her 
siblings punished rather than her.
Elizabeth felt the need to achieve from an early age. She suffered sleepless nights from 
the time before sitting her 11 plus examination. She also remembers having been very 
competitive. However, Elizabeth left school at the age of 16. After many false starts in 
working life and doing courses of clothing design, Elizabeth started studying photography 
and filming. She had subsequently some success working as a filmmaker and a 
scriptwriter, although at the time of seeking therapy she was unemployed.
Elizabeth’s first long-term relationship lasted for three years from the time Elizabeth was 
17. She said she was dependent in that relationship but eventually they drifted apart. In 
the interviews conducted with Elizabeth it became clear how frightening and distasteful 
she found feelings of dependency. Her next long-term relationship was with Martin who 
is also working in the film industry. This is the relationship, which was causing Elizabeth
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concern at the time of her seeking therapy. This relationship had been characterised by 
Elizabeth feeling, competitive, dependent, and rejected.
Elizabeth talked a lot in her therapy about having a very blurred image of herself ‘like a 
four year old child, who can’t face the world’ as she put it, or she put on an act of being 
in control. She felt she had difficulties identifying with her gender. When Elizabeth was 
faced with situations where she was expected to be an adult woman she felt like a 
‘humiliated child’. The ‘woman’ in her felt as weak as she felt her mother had been. In 
fact Elizabeth experienced her mother as being not only week but also what she called 
‘grey and un-feminine’.
Therapy
Elizabeth, entered therapy with feelings of isolation. These feelings seemed to enter into 
the therapy situation, and she spent long stretches of time in what sounded like lonely 
monologues. This state of affairs was already evident in the pre-therapy interview (see 
appendix 3). In the diagram drawn up by the therapist, the patient’s core state of mind 
was identified as 'deprived empty isolation'. In therapy Elizabeth attempted to explore her 
childhood and the relationships in her family. What was striking about this exploration 
was how she had seen herself as a victim of cold unfeeling parents, and in competition 
with her siblings. The fact that her father was in the habit of inspecting his daughter’s 
underwear was in therapy felt to constitute a form of sexual abuse that the patient was 
compelled to repeat in a disguised form. During the therapy the patient started doing 'live 
modelling’ (nude modelling) for a group of painters. This was seen as a repetition of the 
earlier abuse, especially as Elizabeth wanted to be painted naked with a blindfold.
In the therapist’s supervision group it was felt that in session 7 something had moved 
when Elizabeth talks of feeling shocked by seeing the painting of herself naked and 
blindfolded. It appeared that Elizabeth gained some understanding of the way she was 
compelled to set up destructive situations for herself. She described how she often has 
found herself in exploitative relationships with men. However the connection with the 
earlier abuse was not made by the therapist in this context, and was also not perceived by 
the patient. Related issues of fear of neediness and passivity were being expressed and
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these were connected in Elizabeth’s mind with her feeling like ‘her ineffectual mother’, 
and more indirectly with being a woman. It appears significant that in session 8 
Elizabeth expressed some of her feelings about sex, and her sexuality. Her body image 
was not surprising poor and she appeared to have found sex a very difficult issue. 
Urinating played a significant part in her masturbation fantasies. It was connected in her 
mind with her father's strange practices of inspecting Elizabeth’s underwear.
The therapist worked mostly with extra transference material, neglecting almost totally 
the patient’s fantasies about her as a female therapist whom the patient described as 
‘very feminine’, in the post therapy interview. It appeared that envy of the therapist was 
an underlying feature of this therapy, and the fact that it was ignored in the therapy work 
meant that much that was worked on in this therapy might have become undermined. In 
fact in the post therapy interview there were some indications that a negative therapeutic 
reaction set in, as the patient felt the need to deny some of the useful work that had been 
done.
6.2.1. Session 7 
Subjective/Intuitive analysis
This session starts with the patient reporting back on the events of the previous week.
Elizabeth does this in the form of reading the diary she has kept about her moods during
the week. Elizabeth reports that the feelings she has experienced in response to seeing a
painting of herself in the nude blindfolded, were shock and distress, contrary to what she
had expected. The patient has been doing 'life modelling' for some painters, and had
requested to be painted with a blindfold. She had expected to see something powerful,
but instead she sees in the picture something frightening, and perverse (her expression).
‘It looked (silence) bizarre. I mean it looked, I felt ashamed somehow because it 
looked like somebody going to die or something’.
There appears to be some confusion in the patient's mind about whether or not she has 
allowed herself to be abused by doing the modelling. She discusses at length her feelings 
about the painter who painted the picture. She clearly tries to see him as somebody who 
treats her well, but cannot easily sustain this line of thinking. The associations take the 
patient further into thoughts about situations when she has felt used. Elizabeth remembers
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a boyfriend who was only interested in her sexually. Finally her associations take her to
the conclusion that she cannot trust herself and her feelings, as they are so volatile.
‘Yes, and they really swing to extremes and I feel almost humiliated when I am at 
one extreme that I could ever have thought of other things’.
The therapist is drawing parallels to the patient's childhood and how she felt confused as 
a result of the harsh treatment by her parents.
6.2.2. Argumatics analysis o f session 7
Patient: That was, I wrote that when I got back home last week. I was sort of, 
because I felt really kind of strange and I told you that I'd been doing life drawing 
and you were talking about how my idea about women was that they were actually 
passive and I sort of thought my God, what am I doing, doing this? I sort of in a way 
I wanted to tell you that I'd written this letter and somehow it just seemed to 
compound my stupidity, you know I just felt well, keep quiet about that. You know, 
that,... Therapist: Maybe you were trying to be more active, to suggesting the idea of 
creating, writing. Patient: Oh I don’t know, it's a combination of things. I am sort of 
genuinely interested in pursuing being a life model for a while because for some 
reason it interests me. Also I really like the paintings that this man has been doing 
and well, I like him (laughter). And I am sure it just has something to do with our 
relationship. You know, him the painter and the model and that’s why I felt 
particularly stupid about - I mean I didn't write anything particularly awful in this 
letter at all and I did, I have an idea for something which I wanted to do which we 
did, this image of somebody blindfolded. But in fact it came out really strange, it 
looked perverse. It hadn't occurred to me what the combination of nakedness and a 
blindfold would imply at all and....
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Being painted naked witht a blindfold 
may br related to earlier abuse
Whatever I did, like writing a letter, 
compounded my stupidity
There must be something in what the 
therapist has said
Patient 27
Diagram 27 -  Patient: The Claim is that the patient wonders, what is she doing, doing 
this! The Data appears to be related to the previous session, she says ‘as you had been 
talking of my idea of women as passive’. In the Warrant she says ‘whatever I did, like 
writing a letter compounded my stupidity’. The Backing appears to be some reference to 
the fact that there must be something in what the therapist was saying or implying, that is, 
the patient puts herself in a passive situation. The Alternative, which is not explored, is 
that wanting to be painted naked with a blindfold may be related to some earlier abuse.
Some anxiety and confusion appears to have emerged here, as the different elements do 
not hang together.
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(A) Therapist 27
(Ch)
(W)
(B )
As you w ere doing som e writing
You wanted to be creative
(Unclear)
Maybe you were trying to be more active 
(than I had suggested)
Diagram 27- Therapist: The Challenge, which comes in response to the patient’s Claim 
above, is that 4 maybe you were trying to be more active (than I had suggested)’, The 
Data offered is the fact that the patient was doing some writing. The Warrant is that the 
patient wanted to be more creative. The Backing seems unclear.
The suggestion from the patient is that some anxiety was stirred in the patient by the 
previous session and that she was thinking about this. However it seems that the therapist 
is for some reason trying to find  some ‘safer ground’, and gives an alternative 
explanation to the patient's thoughts, expressed by her writing. In effect the therapist is 
showing the way into new defensive thinking.
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Patient 27a
I wanted to be painted blind-fold
I am interested in life modellingI am interested, but I also like 
the painter
If I wanted to be painted this way, I 
am in control and not being abused
Diagram 27a- Patient: In response the patient produces the Claim is that she feels that 
she is truly interested in nude modelling. The Data is that she also likes the painter. The 
Warrant is an assertion that she wanted to be painted blindfolded. The Baking is not 
terribly clear, but seems to be something like, if I wanted to be painted this way, I am in 
control and consequently not used or abused.
This argument arises in response to the therapist’s intervention. Elizabeth had been 
offered a return to defended thinking, with the therapist's help and ‘blessing ’. There is a 
denial o f conflicting feelings expressed earlier and a form o f reaction formation can be 
seen. These are expressed in the Claim and the Warrant.
Patient: It looked - Bizarre. I mean it looked, I felt ashamed somehow because it 
looked like somebody going to die or something. A combination of nakedness plus 
blindfolded-ness. And there's also, I mean when I am naked I think there's something 
very kind of bovine about my body, um, I find it particularly strange you know, the 
combination of my body and the blindfold.
Therapist: A bit like an animal, which is blindfolded, which is going to the 
slaughterhouse. Patient: Yes. It reminded me of - somehow it's more distressing 
because it's a woman's body and unmistakably a woman's body because you know 
my body is quite sort of fleshy and flabby and I did it, it sort of....
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Patient 28
( w i )
The painting of me looked bizarreThe combination of nakedness and 
blindfold
A ‘fleshy* woman's body painted in this 
way is disturbing
The effect was made worse by being 
a woman's body, and a fleshy one
The disturbing fact w as seeing me exposed  
and blindfolded (blind to what I w as doing) 
allowing myself to be exploited
Diagram 28 -  Patient: The Claim offered by the patient is that the painting of her, naked 
and blindfolded, looked bizarre. The Data for this statement is that this effect was a result 
of the combination of the blindfold and the nakedness. The Warrant offered is that the 
effect was made worse by the fact that it was unmistakably a woman's body and a ‘fleshy’ 
one. The Backing, which is only implied, is that a 'fleshy ' woman's body painted in this 
way is disturbing. The Alternative, which is not verbalised, is that the disturbing fact in 
this scenario is the fact of being confronted with an image of her self in this way, blind to 
how she was allowing herself to be exploited.
In this scenario one gets the impression that the patient is shocked by the image o f  
herself and is struggling to find  defences in order not to confront the Alternative that she 
is exposing herself to an exploitative situation. The rationale is found in the Warrant, that 
is, the fact that she feels that her body is unmistakably feminine and 'bovine' and fleshy. 
This patient quite clearly has a low self-image but here she is beginning to be confronted 
by something even more disturbing about her self, that is, that she has set up a situation 
where she invites exploitation It is therefore safer to fa ll back on her bad feelings about
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her body rather that to look at the more disturbing possibility. This constitutes a 
displacement o f where the disturbance is located.
The patient's statement above You felt like an animal blindfolded 
going to the slaughterhouse
From the patient's story, it appears sh e  
really felt abused in the situation
m
(Ch)
T herapist 28
Diagram 28 -  Therapist: The Challenge is that the patient felt like an animal 
blindfolded and going to the slaughterhouse. The Data appears to be the previous 
statements by the patient. No Warrant is offered. The Backing, which remains implicit is 
that, the patient must have felt ultimately abused by the situation.
Here it appears that the therapist amplifies the patient's feelings (in the Challenge) in 
order to encourage further exploration o f this particular area. This appears to be more o f  
an association o f the therapist. The intervention comes in the middle o f the flow  o f ideas 
from the patient, and does not appear to be an interpretation as such.
Therapist: I think it's something you want to get rid of this passive woman, you don't 
know what to do with it and it's like the execution of this same image (laughter) And 
you do it through the father, through the, in a sadistic sort of executionary way.
Patient: I am I suppose, I think the reason that I've become, I feel quite attached to 
Niel (the painter), who's the man who has been painting me, I mean I don't suppose 
he knows at all, but I don' think it would be the same if it was a woman. I know the 
fact that I have to trust him completely, um, it's ridiculous, and I find it hard to sort 
of keep it under control.
182
(A) Therapist 29
(ChJ
m
You don't know what to do with the 
passive woman in you
You want to get rid of this passive 
woman in you
The patient may just want to explore 
this kind of image of herself
The patient wants to get rid of the 
passive image of herself
(The painting of you naked and 
blinfolded), is like the execution of the 
passive image of you
Diagram 29 -  Therapist: The Challenge in response to the patient talking of her being 
painted naked and blindfolded is that it meant that she wants to get rid of the passive 
woman inside her. The Data is that she does not know what to do with the passive woman 
inside herself. The Warrant is that the picture is like the execution of the passive image. 
The Backing is not verbalised, but seems to be an assumption that the patient must want 
to get rid of this image of her self. A possible Alternative could be that the patient may 
just for reasons not yet clear want to explore and see this kind of image of her self.
Here it appears that the therapist is attempting to create meaning where the meaning is 
far from clear. This is an interpretation made too early and thus it is not a very 
convincing one.
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Patient 29
m
B ecause he's a man
It must be OK b eca u se  I have 
become attached to him
I have to trust the painter 
completely to allow him to paint me
I have becom e attached to Neil (the 
painter)
I allow him to exploit m e b ecau se I am 
attached to him
Diagram 29 -  Patient: The patient's Claim in response to the above communication by 
the therapist is that she has become quite attached to the painter. The Data is, because I 
have to trust the painter completely’. The Warrant offered is, ‘because he is a man’. It is 
not clear what the Backing is for this Claim, however it seems to be an attempt to create a 
Backing like, ‘because I have become attached to him it must be OK’. The Alternative 
might be, I allow him to exploit me because I am attached to him.
This communication does not easily make much sense, it seems to float in the air, it is not 
a response to the therapist's Challenge. In fact it is a way o f  ignoring the therapist's 
input. It also seems to contain a hint o f  the opposite. The patient describes a state, which 
excites her on one hand, but is also about being passive and trapped in abuse, on the 
other. The Alternative, which is not explored, could be that the patient allows the painter 
to exploit her because she is attached to him or maybe she is attached to him because he 
abuses her.
This is a reaction formation against becoming aware o f anger with the painter, and a 
denial o f seeing any abuse in the situation by using omnipotent thinking.
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Therapist: There’s no choice, either you let it go or you are being carried away. 
What can we - let’s just try to explore it a little bit. You say, I’ll be carried away or 
else I won’t get into it?
Patient: I didn't really mean it like that. I mean I think because of the sort of 
difficulties of professional etiquette and what-not um, either you know probably I 
simply will not see Niel anymore which seems such a shame to me because I, when 
I've seen somebody whose work I like I feel as if I don’t want to let them go. I feel as 
if it would be a shame if they sort of, if I simply didn't know them anymore. Because 
it's so rare for me to like what somebody else does. Um.
Therapist: I'd like to for a moment get away from the actual situation that... You 
know, you met him, he was painting and just think of you're a woman and he's a 
man and you are attracted to him and then you feel...'I can't trust myself. Why am I 
attracted? Because I feel I could trust him'. I would like to stay with that.
Patient: Yes, yes. I think I am confused between the situation and whatever kind of 
inherent qualities he may have. That's why I don't trust myself. I think I am just 
kind of using him in a way. I think somewhere else in that I just put 'He happens to 
be more or less the only man who's painted me, I mean during these sittings, 
certainly the only man who's done so consistently. Would it have mattered if it had 
been somebody else, you know, would I have felt the same way? I just don't know.
Patient feels sh e has no control
You cannot trust yourself
(Ch)
T herapist 3 0
Diagram 30 -  Therapist: The Challenge is that the patient feels now that she either has 
to let go of something she wants or she will be ‘carried away’. The Data is not entirely
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clear but seems to be based on the patient’s material, and is rephrased in the therapist's 
statement that the patient feels attracted to the painter and feels she could trust him. The 
Warrant is that the patient feels she cannot trust herself. The Backing, which is not made 
explicit, is that the patient feels she has no control or choice in what happens to her.
This is an attempt to interpret, however as the interpretation is not well outlined, it is not 
a very effective Challenge. The communication seems to be designed to encourage 
further exploration in the area o f how much in control the patient feels rather than how 
much out o f control she feels. It appears that the interpretation it rests on contradictory 
internal argumentation in the therapist. This interpretation invites the patient to turn 
away from her anxieties and turn to some form o f  denial.
(A) Patient 30
( W l )
If possibleI like his (the painter's) work
am using him
(Unclear)
I would like to continue see in g  the 
painter
The painter has been using me, 
and I have invited it
(The reason for this wish is) 
He is the only man who has 
consistently painted me
Diagram 30 -  Patient: The Claim is that the patient would like to continue seeing the 
painter who has been painting her. A Qualifier, ‘if possible’ is added to the Claim. The 
Data is the reason why she says she wants this, because he is the only man who has 
consistently painted her. There are two Warrants offered, firstly she says she likes his 
work and secondly she says she is using him in some unspecified way. The Alternative,
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which is not verbalised, is that the painter has been using her and that she has invited it. 
The Backing is not clear.
The argumentation created here seems to be an attempt to avoid addressing the 
Alternative, that the patient has been used in this situation. This is a thought which was 
coming close to consciousness when she was confronted with the picture o f herself naked 
and blind folded. The unacceptable feelings are being located in herself i.e. she claims 
that she has been using the painter and not vice versa.
This constitutes an introjection o f  the exploitation, and a denial o f the possibility that she 
herself is exposing herself to exploitation. This is a form o f identification with the 
aggressor.
Patient: Terrible confusion... An article arrived in the post from a person I had a 
brief and unfortunate affair with. I think I told you about him. It was when you last 
week were talking about me not having boundaries and I said that I had slept with 
someone who wanted me and then it was a disaster. Well that was him. And things 
became very sort of bitter between us. I think because I was just kind of horrified at 
myself as much as anything and...
Therapist: Did he write about that? Was the article about you and him?
Patient: No, no (laughter) It was an article about the Spanish Foreign Legion I
can't trust myself again, I just have such ambivalent feelings about most things and 
especially about him.- There's a lot of, I'll be carried away, I can't trust myself. Yes, 
well it sort of implies that I'm out of control doesn't it?...like a child there and not 
able to control my moods and- But that's what horrifies me so much about Alex. He 
said this thing. And when I think about, well you know its very nice you know that in 
spite of everything that happened you know he... he sent me this thing because he 
thinks I'll be interested. At the same time I am sort of physically repulsed by him and 
also the thought that I could ever let myself into that situation in the first place. I 
mean now I just can’t, I know, I do know I did it but I sort of at the same time can't 
understand how I could ever have done that. Therapist: If we are able to try to work 
on this negative thought I can't trust my feelings, to work on it as a positive view, 
how would you see that? How could we change I can't trust my feelings by 
something a bit more positive?
Patient: Only I think by, I don’t know, I think only by I just have to not, I mean I 
have to think more about what I'm doing because I think the reason that I can't trust 
my feelings is because I don't examine them, and worse still I act on them so that 
later on when I feel something different I feel as if I've betrayed myself earlier on 
because I acted on some completely different feelings. Um.
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Therapist: So certain feelings should be attached to certain situations?
Patient: I don’t know.
Therapist: When feelings change about the same situation it means that you are 
betraying yourself, you can’t trust yourself?
Patient: Um, or feelings change about people, I mean in that instance um, I sort of, I 
can’t talk about it or think about it in any other way than in the immediate and 
personal and not-you know I can’t sort of discuss it as a sort of objective thing 
without going into all kinds of details of how I felt and how I did.
Therapist: So you can’t trust your feelings because they have changed?
Patient: Yes, and they really swing to extremes and I feel almost humiliated when I 
am at one extreme that I could have thought of other things.
The patient cannot trust her feelings
The patient's feelings are 
undesirable
What might these confused feelings mean
How could w e work together on 
your negative thoughts in a positive 
way?
(Ch)
T herapist 31
Diagram 31 -  Therapist: The Challenge offered here is, how could the therapist and 
patient together work on what the therapist calls negative thoughts in a positive way. The 
Data is that the therapist feels that the patient cannot trust her feelings. No Warrant is 
offered or implied. The Backing is not verbalised but seems to be something like the 
kinds of feelings the patient is having are in some way undesirable. The Alternative, 
which is also not verbalised, could be some kind of exploration into what these confused 
feelings mean.
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In this vignette it seems that the therapist is putting some pressure on the patient to have 
other kinds o f feelings from what she is having. In fact the therapist is asking for  
guidance from the patient, suggesting feelings o f  helplessness in the therapist, which are 
possibly communicated to the patient. This means that the patient's feelings are 
perceived as bad, rather than thought about and used as possible source o f  information.
/a i P atien t 31
( OID)
(W1)
cannot trust my feelings
donl understand my feelings
I donl examine my feelings and my 
feelings change
Feelings should be a rational process
I act on my feelings without thinking
I slept with som ebody I did not feel 
good about
Diagram 31 -  Patient: The Claim offered is that the patient feels she cannot trust her 
feelings. The Data is, according to her, that she does not examine her feelings, and also 
that her feelings have a tendency to change. Two Warrants are mentioned, she tells a 
story of how she got herself into a situation she did not like when she slept with 
somebody she did not feel good about. The second Warrant is that she feels that she acts 
on her feelings without thinking. The Backing, which is not verbalised, is that feelings 
should be a rational process. An Alternative, which is not verbalised, is that she simply 
does not understand her feelings.
The patient is returning to her sense o f  feeling out o f  control, as though she wants to 
remind the therapist that she has got a problem that cannot be covered up. The patient is 
stating what she feels is her problem, 'not being able to trust her feelings'. This statement
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rests on an assumption that feelings are to be somehow 'trusted' i.e. rational, rather than 
something that carries information, maybe o f a confused and conflicting state o f mind. 
What appears to preoccupy the patient in this vignette just like in diagram 30 above 
seems to be yet another situation where she feels ultimately exploited. This information is 
however placed in the Warrant, at some small distance and is not the main focus o f  
attention. However this can be understood as an attempt to return to her anxieties
Therapist: Yes you see that reminds me of the situation in your family. When you 
must have gone from one extreme feeling to another one um, a feeling of maybe you 
had done something wrong, guilt to defending yourself, nobody else finding about it 
or to betray your sister or brother or someone because discovering, saving your own 
skin. Your brother has been punished and you are watching with mixed feeling, a 
sort of excitement of I got away? Mmm. It’s like you are conscious love trust loyalty - 
pah, pah, pah! Towards the end you can’t trust yourself to be a good person or not. I 
think basically your childhood, that’s what it’s very much about.
Patient: Yeah.
Therapist: To have a sense of self-worth. To be- Oh, I am, well I know who I am 
because I do this and I do that and this is where I feel that this is where I am.
Patient: yeah.
Therapist: But when the pressure from the family is so much that almost it makes 
you do things, drives you to feel this you know, because there’s a lot of pressure, you 
haven’t got a space to sort out- ’I can’t trust myself- Why couldn't you trust 
yourself?
Patient: With my - family it...
Therapist: The pressure returns, first of all before you can elaborate you have to 
fight your •••
Patient: I, um I remember seeing something on television. It was an interview with 
Jung and they asked him when was he first aware of himself as an individual, as a 
person and he said when I was nine years old and it was like walking out of a mist. 
And I just thought, I never felt that at all as a child, I never had any sense of myself. 
I don’t remember it anyway. I could never say something like that you know, I 
remember when I walked out of the mist. I just don't. I am sure I would remember if 
I had done it
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(A) Therapist 32
The patient does not want to face her own 
responsibility in the present, just as she  
didnl want to in the past
(D) (Ch)
You seem  to have felt very guilty when 
your siblings were punished for 
something you had done
m
Your present predicament is rooted 
in your childhood, when you didnl 
know whether you had done 
somerthing wrong or not
There w as great pressure from your 
family which drove you to do and feel 
things
(B)
The responsibility for the patient’s  
problems rests with the family and not with 
the patient
Diagram 32 -  Therapist: The Challenge is that the therapist feels that the patient's 
present predicament is rooted in the patient's childhood, when she didn't know whether 
she had done something wrong or not. As Data the therapist sees the fact that the patient 
seems to have felt extreme feelings of guilt when her siblings were punished for 
something she had done. As Warrant the therapist offers the fact that she feels there was 
great pressure on the patient from her family, which drove her to do and feel things. The 
Backing is incorporated in the argument, that is, the responsibility for the patient's 
problems rests with the family and not with the patient. A possible Alternative is not 
verbalised, but could be that the patient does not want to face her own responsibility in 
the present, just like she didn't want to in the past.
The therapist is trying to help the patient ‘o ff the hook ’ by offering reassurance. The 
therapist thus promotes the use o f  projection.
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I never had any sense of myself
(Unclear)
I don't remember having 
experienced a sense of myself as a 
child (unlike Jung)
These feelings may be related to 
never having taken responsibility for 
myself, or standing up for myself
m
Patient 32
Diagram 32 -  Patient: The Claim is that the patient feels she has never had a sense of 
herself. The Data is that she has no recollection of ever having an experience of a sense 
of self as a child (unlike Jung). No Warrant is offered or implied. It is not clear what the 
Backing is. There is a possible Alternative, which is not being explored, that is, that these 
feelings may be related to never having taken responsibility for herself and stood up for 
herself.
This communication is not on the surface a response to the therapist's Challenge. It 
appears to be a statement, not very well substantiated, about the way the patient feel. 
Another way o f looking at it may be that it is absolutely a response to the therapist's 
communication. The patient seems to be expressing a lacking sense o f se lf in relation to 
the therapist although expressed indirectly and unconsciously. The patient feels the 
therapist is preoccupied with her own theory building rather than with the patient, a fact 
which may indeed be a repetition o f  the family situation. This could be seen as a re­
enactment in the transference o f  earlier fe lt confusion.
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6.3.1. Session 8 
Subjective/Intuitive analysis
This session is introduced with thoughts arising from the impact on Elizabeth of a
Brazilian visitor. Elizabeth finds the Brazilian man both attractive and also frightening,
because of his capacity to overwhelm her. She feels that meeting him in her own
environment, feels different from having met him in Brazil. He is now experienced as
more intrusive. The patient feels however unable to express her unease to this man.
‘...because he is Brazilian he’s very sort of physical with me, which I am completely 
unused to’.
The therapist is attempting to explore why it seems so difficult for the patient to assert
herself, and express her unease. Later in this session the therapist is suggesting links to
possible experiences of sexual abuse. These links are made in relation to the life
modelling which the patient continues to do. The patient responds by mentioning a friend
of hers who had been sexually abused and had also done life modelling. This is possibly
an unconscious confirmation of the link. As the session continues the focus becomes the
patient's feelings about her body, and how she has felt that her body has been a mystery
for her. In the end the patient says that she wishes she were a man.
‘...The things that I am attracted to in men, it used to be both physically and 
intellectually or whatever, were qualities that I wished I had’.
Finally the patient makes the following statement:
I increasingly these days feel as if everything I do is a compensation for something 
that I didn't get. Like you know doing this live modelling and being able to just walk 
around the room naked in front of people which I would never do as a child at home 
which is where you would think you could do it.
Here she is herself connecting her present day life modelling with something disturbing in 
her childhood.
6.3.2. Argumalics analysis o f session 8
Therapist: And you feel that you won't be able to just tell him (the Brazilian) that 
you feel uncomfortable?
Patient: No, I don't see the point really, particularly since he's only here for four 
days. He's leaving on Friday. No, I think that would be sort of embarrassing for both 
of us if I- because it's actually not as bad as all that. I know that I'm um sort of
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distracting him and I'm conscious of not being completely comfortable, not - you 
know of talking more than I usually do but he’s never known me to be any different 
so he probably just thinks that's what I'm like. He's probably not really as conscious 
of...
Therapist: So you don't mind in fact being uncomfortable in having to do this sort of 
sport because it's a real sport to try to divert and being like that rather than just - 
analyse your feelings and think I'm not comfortable and maybe there is something I 
can do....You have to go along with whatever he wants to do, not with what you want 
to do. He's Brazilian, he's physical,... so for a while you have to suffer in Brazil what 
is happening. But he is coming here to meet an English lady. Why does the Brazilian 
not conform to the English lady’s territory?
Patient: Well yes, I suppose so. But certainly his ‘physicalness’ is not offensive at all, 
um...
Therapist: But it’s a threat.
Patient: I'm sure I'm the only person who would find it so. I mean I don't think any 
normal person would.
Therapist: Well I don't know what other people would think. The fact is that we are 
dealing with you and this is not the way, your way.
Patient: No but suppose I don't resist it because I wish it were um, you know I think 
it's me...it's me who's wrong but I wish that I were much more comfortable with 
physical contact with people. Um, I mean I think it’s partly because I'm English 
anyway and partly a lot to do with my parents and the complete absence of it. Well 
except sometimes in great discomfort, eh? The touching was more of a punishment 
um?
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Therapist 33
(Ch)
(W)
You don't mind feeling uncomfortable
You don't want to analyse how 
you feel
The patient accepts being used 
(abused)
You feel you ought to go along with 
what the Brazilian wants
Diagram 33 -  Therapist: The Challenge offered is that the patient does not mind feeling 
uncomfortable. The Data is that the patient feels she ought to go along with what the 
Brazilian visitor wants, in terms of wanting to be physical. The Warrant is that the patient 
does not want to analyse and think about how she feels. The Backing is not verbalised but 
appears to be something like the patient accepts a position in which she is being used or 
even abused.
The therapist is trying to draw the patient's attention to the Backing indirectly, that the 
patient is prepared to accept situations which she does not like or feel comfortable in. 
This constitutes an amplification and clarification o f the patient’s dilemma.
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Patient 33
It is not OK to allow abuse, whatever 
the circumstances
(D) (C)
There is something wrong with 
my attitude
1 feel uncomfortable with being physical 
because of who 1 am (English)
(WJ)
To assert my needs would cause embarassment
(W2)
He is staying or ly for a few days
(B)
It is OK to allow yourself to be used
Diagram 33 -  Patient: The Claim is that the patient feels uncomfortable with being 
physical because of who she is (English). The Data offered is that there is something 
wrong with her attitude. The Warrant is that to assert her needs would cause 
embarrassment. A second Warrant is that the visitor is only staying a few days. The 
Backing is not quite clear, but seems to be an attempt to argue that it is OK to allow 
yourself to be used (if it is because you have a problem) The Alternative which is not 
explored is that it may not be OK to allow yourself to be used whatever the 
circumstances.
This shows the patient's confusion. Is there something wrong with her in this respect or 
might it be OK to follow one’s feelings. It appears that she feels she should allow herself 
to be ‘abused\ This is a denial o f  a need to think about the real problem. This constitutes 
a displacement o f  what the real problem is. The problem is presented as inhibition, rather 
that one o f exposing oneself to exploitative situations.
Therapist: I wonder if now you need to say no to authority figures sometimes, if it’s 
necessary because you couldn't do that as a child and actually growing into 
becoming more spontaneous and freer, because that's what we are talking about. 
Maybe it starts by saying no to authority, no to the father and the later on once you
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respect what you feel, don’t forget we thought that it’s very difficult to own your 
own feelings when you're a child. OK you have to protect yourself. So maybe now is 
the time to say no, respect for yourself, never mind yes more fully we'd like to be free 
but that's step by step you see. What I'm getting at is that if you do not respect the 
progression you have to make to grow towards this freedom the you know, what is 
the good if I just pull out your chair now and I say come on have a jig now? Hmm? If 
I say it’s good for you, pah, pah, pah?
Patient: Yes it's true, situations like that I find it difficult to refuse even if I want to. 
Yes, I mean I think when I know people better I actually find it easier.
You have to protect yourself
The patient d oes not understand 
what is good for her
The patient may not want to be free
(B )
(Ch)
Therapist 34
Diagram 34 -  Therapist: The Challenge presented is a didactic, it’s more important for 
you to respect yourself and say no than to worry about being free. The Data for this 
statement is referring to a past discussion with the patient about how as a child it is 
difficult to own one's feelings. The Warrant offered is that the patient needs to protect 
herself. The Backing is not verbalised but appears to be an assumption that the patient 
does not understand what is good for her, hence the didactic nature of the Challenge. The 
Alternative is not verbalised but could be, ‘the patient may not want to be free’.
It appears that the therapist feels disturbed by the material and unable to use it, as she 
resorts to telling the patient what she should be doing.
The Alternative, which is not being explored, is that the patient may not want to be free  ’.
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(A) Patient 34
(W )
The ep isode with the Brazilian
When I know people, I find it 
easier to assert myself
I realise that in som e situations I find 
it difficult to refuse even  if I want to
I d on l know what I am doing - 
I am dependent
Now you need to say no to 
authority figures, som etim es
Diagram 34 -  Patient: The Claim is an admission that the patient has indeed difficulties 
in refusing something she finds unpleasant. However a Qualifier is added, that is, that it is 
easier for her to refuse things when she knows people better. The Data for the Claim is 
the preceding discussion about her Brazilian visitor. What the therapist is saying acts as a 
Warrant, however the Warrant is not verbalised. The Backing is not verbalised but 
appears to be something like 'I don't know what I am doing, (I am basically a dependent 
person).
The patient is here realising that what is being suggested has some validity. However the 
presence o f a Qualifier suggests that this insight is minimised (it is true only under 
certain circumstances). The Qualifier allows an escape from further thought. A situation 
when the issue is acknowledged briefly and then there is a denial o f  the need fo r  further 
thought. In fact the acknowledgement in it se lf allows fo r  the use o f the denial to think..
Therapist: The sacrifice of going back - you see I was wondering why in the first 
instance you went in and sat for this life drawing job.
Patient: It’s interesting actually what you were saying about how what my father 
did was a sort of form of sexual abuse because I was talking to a girlfriend of mine 
who was regularly and quite seriously sexually abused as a child and she also did life
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modelling, which I didn't realise at all. And she said, as I told her that I'd made a 
suggestion for a picture, she was really shocked and she said that in all the time that 
she did it she never spoke to the painters and in the intervals she put all her clothes 
back on. You know she's very sort of private and I am the opposite.
Therapist: I was just wondering if you didn't need to go back into it somehow 
because the blindfolded picture was as you said quite shocking.
Patient: yes.
Therapist: And like an execution....to just act out again, the abuse you see, but this 
time you will be in control. There's a big difference.
Patient: What, you think that now I'm in control?
Therapist: Well, I think that now that you have no need to go back. That's why you 
find people are demanding or whatever. I think you got what you were after. It was 
about the first session naked, and then the session with the blindfolded thing and 
then.
Patient: No I don't think it's true, I do want to go back. I mean I'm ambivalent. I 
want to go back but I also want some time to write and I think one of the reasons I 
want to go back is that I'm so terrified of sitting down to write and not being able to 
and I want to avoid it by having something else to do.
P atien t 35
(W)
My girlfriend w as shocked by me 
speaking to the painters
w as sexually abused, and therefore 
am doing life modelling
My girlfriend is a private 
person, I am not
I w as interested in you talkin g about 
my father as a sexual abuser
I have a girlfriend who w as  
sexually abused, and now does  
life modelling
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Diagram 35 -  Patient: The Claim is that the patient had been interested in the therapist 
talking about her father as a sexual abuser. The Data seems loosely to be related to the 
patient having a girlfriend who was sexually abused and now does life modelling. The 
Warrant is that, the patient’s girlfriend was shocked by the patient telling her that she 
actually talked to the painters. The Backing, which is offered, is that the girlfriend is a 
private person but the patient is not. The Alternative, which is not explored, is the 
recognition that maybe this really means that the patient had been sexually abused in 
some way and that’s why she is now doing life modelling.
Anxiety is close to the surface and is threatening to break through in this vignette, 
however it is defended against by projection/  displacement. The issue has become, being 
or not being a 'private person \ rather than abuse.
T herapist 35
(ChJ
m
(B)
You wanted to be in control this 
time
This w as not a healing experience 
but perverse excitement
This w as a healing experience
You wanted to act out the abuse 
again
The blind-fold picture was quite 
shocking
Diagram 35 -  Therapist: The Challenge is that the picture with the blindfold was quite 
shocking. The Data is that the reason for it being shocking was that the patient wanted to 
act out her abuse again. The Warrant is that this time she wanted to be in control. The 
Backing is not spelt out but seems to be an assumption that this was an attempt to create a
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healing experience. The Alternative, which is not mentioned, is that this was not a 
healing experience but rather an experience of perverse excitement.
The therapist is amplifying the situation, but adds a positive note, in order to protect the 
patient from having to think.
I am ambivalent
am not in control
I want time to write
(Unclear)
I don’t want to go back (to revisit abuse)
(D)
m
(C)
P atien t 3 5 a
Diagram 35a -  Patient: In response to the therapist’s intervention, the patient responds 
with a completely contradictory statement. The Counter-Claim is that she does not want 
to go back and revisit abuse. The Data is that she is ambivalent. The Warrant is that she 
wants time to write etc. The Backing is unclear. The Alternative, which is not verbalised, 
is, ‘I am not in control’.
The communication does not make sense, thus it appears that some anxiety is close to the 
surface. However it is dealt with by introducing confusion and a conscious T don *t want 
to ’.
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6.4. Rotated Histogram showing changes in the patient’s preoccupations over time
Changes in the patient’s preoccupations from sessions 5, 7, 8 and 9 are mapped onto the 
rotated histogram below
The variables in this histogram are as follows: The first column (1) is a catchall category.
Elizabeth
10 Frequency
Session No.
The second column (2) shows the number of statements indicating self-reflection. The 
third column (3) shows the number of statements indicating that the patient is ignoring 
the therapist’s statements. The fourth column (4) shows the number of statements 
indicating that the patient is acknowledging the therapist’s statements The fifth column 
(5) shows the number of statements indicating some awareness of others. The sixth 
column (6) shows the number of statements indicating a negative worldview or negative
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statements. The seventh column (7) shows the number of statements indicating a positive 
worldview or positive statements. The eighth column (8) shows the number of self- 
critical statements. The ninth column (9) shows the number of statements referring to 
concerns about self-control. The tenth column (10) shows the number of times this 
patient mentions her boyfriend.
The patient’s preoccupations did not alter noticeably. The number of times this patient 
mentioned her difficult boyfriend decreased noticeably
6.5. Independent Psychoanalytic Assessment of Elizabeth (Session 8)
Although the young woman appears accommodating and open, she hardly allows herself 
to be touched at all by the interviewer. She talks of the lack of touching in her family, 
and how much emphasis was placed on being covered up. In the session, my sense was 
that she covers up her perverse sexuality, by denial and by subtly distracting the 
interviewer. (She describes how she distracts the Brazilian man from noticing she is a 
woman!) In the section where she describes herself as so naive that she did not know she 
had a vagina. I would have expected the interviewer to allow herself some disbelief - but 
she appears to swallow it. The woman then adds that, she only discovered her vagina 
through intercourse - here again, can this be true?
She describes herself with the Brazilian man as a teaser, and I thought that the perverse 
teasing was going on in the session. After all she describes a family in which there is a 
verbal emphasis put upon covering up and upon the dangers of temptation, and yet at the 
same time the father is sniffing her knickers. It seemed to me that the interviewer needed 
a better nose.
I suspect that the pleasant and somewhat entertaining tone of the interview would have 
changed if the client had been put a bit in touch with what she was doing.
Comment: The independent psychoanalyst comments on the fact that this patient behaves 
in a very defended way in this session. He also comments on the fact that the therapist 
does not really challenge the patient and her defences.
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6.6. Summary of Elizabeth
The striking thing about this patient, as expressed in the pre-therapy interview (see 
appendix 3) was how isolated she felt. She was very preoccupied with a difficult 
relationship, which was in the process of ending at that time. This loneliness was still 
evident at the post-therapy interview although there was much less reference to the 
unhappy relationship which had ended. The nature of the interaction with the therapist as 
evident in the argumatics analysis was rather collusive. This was also commented on in 
the independent psychoanalytic assessment. The patient reported that she had found her 
therapy useful. The rotated histogram showed that her preoccupations did not change 
much. Perhaps this patient found her therapy helpful because it relieved her isolation.
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7. Results: Mary
This chapter introduces the fourth of the subjects. Included in this chapter is a short 
background to the patient. A subjective/intuitive analysis of selected sections of this 
patient’s therapy sessions is included. A detailed argumatics analysis of sessions one, 
seven and eight were carried out. The text in bold is the verbatim interaction between the 
therapist and patient. It often contains repetitions, hesitations and clumsy language. These 
have been kept to retain authenticity of the therapy process. Included also is a rotated 
histogram showing changes in the patient’s preoccupations as expressed in five selected 
session from the beginning, the middle and the end of therapy. An independent 
assessment of session one by a senior Kleinian psychoanalyst is included and discussed. 
Finally a summary of all the presented material is included with reference to before and 
after interviews conducted with the patient for the purpose of this research. Transcripts of 
the before and after therapy interviews can be found in appendix 3. Notes on Mary’s 
initial psychotherapy assessment can be found in appendix 1. The interview schedules 
used for the before and after interviews can be found in appendix 4. The complete 
transcripts of the recordings of Mary’s sessions of psychoanalytic psychotherapy are 
available on the CD-rom, appendix 5, available from the author on request.
7.1. Mary
Mary was undergoing brief psycho-analytical psychotherapy. Sessions one, seven and 
eight were selected for detailed analysis. It was felt that these sessions were 
representative of this patient’s functioning and that by session seven the patient’s insight 
had increased. However, the customary defences continue to be in evidence although less 
so. An argumatics analysis was carried out on these sessions.
Mary was a 26-year-old single professional woman at the time of her therapy. She worked 
as a dietician at a large hospital. She came for therapy because of complex anxiety states 
arising after her mother's death a few years earlier. At the time of the beginning of 
therapy these anxiety states were expressed as worries about the safety and well being of 
her grand mother. She expressed fears about disasters occurring in her house, and at 
work. These fears forced her into endless checking routines. Her relationships with men
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tended to have a superficial quality. Mary fell in love, but as the relationship was 
developing she fell out of love.
Mary was an only child of a single mother. She felt her father was too weak to stand by 
her mother when her mother became pregnant with her. Mary had not met her father, 
although he used to pay maintenance for her when she was younger. She insisted that 
growing up without a father was no problem. Her grandparents were closely involved in 
her life throughout her childhood. Mary was academically successful and trained as a 
dietician after her university degree. She reached senior dietician status and felt valued in 
her place of work.
Therapy
Mary arrived at her first assessment session in despair, having insisted that her 
appointment had to be brought forward. In spite of these obvious signs of distress, Mary 
behaved in a controlled and controlling manner throughout most of her sessions. Initially 
it was very difficult for Mary to accept any of the several appointment times offered to 
her. She tended to spend significant amounts of time arguing on an intellectual level 
about the usefulness of the therapist's interventions. During the early sessions Mary found 
it almost impossible to talk about the losses in her life, notably about the death of her 
mother and her grandfather. In fact she tried to persuade the therapist that these areas 
should not be discussed.
The focus of the treatment was however agreed to be the feelings related to the loss of her 
mother and father. In spite of her controlling manner many areas were explored, notably 
her fears of her own destructiveness, in relationships in general and in relation to her 
mother in particular. Any feelings about the absence of her father, were consistently 
denied by Mary throughout the treatment, although she did reflect on the fact that she had 
had several boyfriends with the same Christian name as her father. Mary had great 
difficulties with endings. She wanted for instance to extend the session times on several 
occasions.
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In spite of her initial anxiety the feelings associated with her mother's death were 
discussed extensively. The relationship between the therapist and Mary developed in spite 
of her initial anxieties, in fact there were moments of warmth between patient and 
therapist, particularly in the middle of the treatment. However Mary was becoming 
noticeably more restrained during the latter sessions. After the therapy she reported real 
improvements in relation to her fears. She felt much more able to talk about difficult 
things. However at the same time Mary did not want to give too much credit to her 
therapist, and retained her cool controlling and somewhat dismissive stance.
7.2.1. Session 1 
Subjective/Intuitive analysis
This was not the first time the patient and therapist have met. This patient had in fact 
been assessed by her therapist some time earlier.
The session is initiated with the patient talking of finding the presence of the tape 
recorder difficult. She mentions having found the additional research interview stressful. 
She then talks of how she is obsessed with worrying about making mistakes at work and 
being blamed for them.
‘Mainly it's children because I may even do a lot more damage there in terms of not 
not taking care. Also the thing I'm really worried about is making mistakes and 
being blamed for making mistakes. I'm still overly concerned about that’.
The nature of the expressed anxiety is persecutory. The emphasis is not primarily on 
concern but on being seen to be making mistakes.
The session continues with Mary saying that she does not feel that she might accidentally 
or otherwise be causing harm but in a curious way she claims that she feels she is a 
victim.
‘What I sort of, see it as something happening to me rather that me doing it to them. 
I see myself as the victim of circumstances rather than the initiator’.
She continues with a long list of things going wrong for her, such as her car breaking 
down etc. Then follows another contradiction, the patient claims that in some sense she 
feels very lucky, a denial of what has been discussed above.
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‘I also have the feeling that a lot of good things happen to me that don't seem to 
happen to other people, like every job that I wanted, I have got’.
The therapist points out that the patient does not seem to know what comes from her and 
what doesn't, destructive or otherwise. This suggestion curiously enough makes Mary 
reflect on weather her destructive impulses might in any way have been related to her 
mother's death.
‘I don't think there's anything from within me that caused my mother to die’
This is an unexpected response, but shows further the intensity of the persecutory anxiety. 
Some anger is then expressed towards the mother. Mary feels that if mother had had a 
more positive attitude to her illness, she might have fought it better. There is almost an 
implication that it might have been her mother's own fault that she died. The rest of the 
time in this session is taken up by discussing the inconvenience of the session times, 
which the therapist can offer.
‘It could have been any other day of the week. And why does it have to be those two 
particular times that really don't suit me’.
The therapist pointed out that he had in fact offered a third time as well 
‘I didn't feel very good going to work afterwards....’
7.2.2. Argumatics analysis o f session 1
Patient: I had quite a bad week from the point of view of of feeling anxious about 
things. When I first filled in the form and for a couple of weeks after that I was still 
having quite a lot of problems but for a while after that things were a bit better and I 
felt I wasn't checking things so much...but last week has been quite upsetting again. 
I've had quite a lot of difficulty at work last week and making decisions about, about 
the level of supplements to give premature babies and things like that. I used to make 
those decisions without any problems at all and I'm having to double-check them 
now, to double check beyond the range of necessity I think. I’m finding that this 
week’s been quite bad from that point of view.
Therapist: As if you feel what you have decided on, or sorted out, might really be 
dangerous to these premature babies.
Patient: Yes, yes. Also adults though, it's not just babies it can be adults. Mainly it's 
children because I may even do a lot more damage there in terms of not taking care. 
Also the thing I'm really worried about is making mistakes and being blamed for 
making mistakes. I'm still overly concerned about, about that. I've actually got this 
dietician who is a grade above me who I’ve told now that I'm coming here. So I talk 
to her a bit and she is very supportive in that she lets me check everything with
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her.... I shouldn't need to have to do that but I find that very, very wearing that I 
have to do that.
Therapist: Mm
Patient: That’s a very resent thing as well. I mean the last couple of months but also 
outside work as well worrying about the things that I was worried about before, 
things like flooding my house, leaving cigarettes burning. I always seem to need to 
worry about something.
Therapist: But anxious that you may be very destructive, flood the house, burn it 
down, cause harm to premature babies, who are particularly vulnerable-
Patient: Not as doing it intentionally though. I see myself as doing it accidentally...
might do something accidentally
I am worried of causing damage
Unless I double-check everything
There is something very destructive 
about me
(W )
P atien t 3 6
Diagram 36 -  Patient: The Claim in this instance is that the patient admits to being 
worried about causing damage. There appears to be no foundation for this fear, that is, 
there is no Data associated with this Claim. The Warrant is that something might happen 
accidentally. The Backing is not verbalised but is something like 'I feel there is something 
very destructive about me'. A Qualifier is identified, that is she feels she could be 
destructive unless she double-checks everything.
In this scenario it is possible that the patient has got some Data in her mind, which she is 
not sharing. Or it is possible that there simply is no Data fo r  this Claim, and as it stands
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the irrationality o f the Claim seems clear. It is likely that the Backing, which is not 
verbalised, is something like a deeply held conviction that there is something destructive 
about her, this belief operates then also as Data. Logically the Claim does not hold 
water. In this instance there appears to be obsessional mechanisms at work connected to 
the manic defence. The patient feels persecuted by a fear that she will causing damage 
and may be held responsible for something. Mary is not being in touch with feelings o f  
concern for her patients, although the possibility o f getting in touch with concern is 
there.
T h erapist 3 6
(Ch)
You fear you are being destructiveYou fear flooding the house, damaging 
premature babies etc.
The patient feels neurotically responsible 
for inappropriate things
You feel something you have been party 
to is dangerous
Diagram 36 -  Therapist: The Challenge by the therapist is that the patient fears that she 
is being destructive. The Data is that she fears flooding the house, harming premature 
babies etc. The Warrant is that she feels that anything she has been involved with can be 
dangerous. The Backing is not verbalised, but appears to be some idea in the therapist's 
mind that the patient feels inappropriately responsible for things, neurotically so.
The therapist is restating what the patient has said, but he is not presenting a Challenge 
as regard to the origin in the patient's mind o f these feelings, that is the absent Data in 
the patient's argumentation. This constitutes an amplification o f  what the patient has 
already communicated
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Therapist: Mmm... as if you feel you had this potential for harm in you, that you 
might cause harm although not intentionally, say.
Patient: That’s right. I mean I hadn't thought before that there is, it is so destructive, 
but there is something destructive...the worst that could happen like you know a 
really bad fire or bad flood or...yeah but I don’t get the impression that I want, I 
don't want to do them. What I sort of see it as though something happening to me 
rather than me doing it to, to them. I see myself more as a victim of the 
circumstances rather than the initiator.
Therapist: And yet it's not so clearly about being a victim because some of the things 
you're afraid of is that you have initiated something that would cause harm.
Patient: Yes. But it's not as if I deliberately set fire to things...I've not put a cigarette 
out, say that's something that happens to me. I think I have a slight feeling in my life 
that things have happened to me that haven't been entirely fair and I've been 
unlucky in such circumstances. Apart from the fact of having, quite apart from the 
major life events that have happened to me which haven't happened to my peers 
really. I know very few people who for a start being from a single parent family and 
lost their mother and grandfather within the space of a year...
There is something destructive
am a victim of circumstancesdon't deliberately set fire to things
I don't want to do (destructive things)
Life has been unfair to me (my 
mother's and grandfather's deaths)
m
P atien t 3 7
Diagram 37 -  Patient: The Claim the patient makes is that she feels she is a victim of 
circumstance. The Data is that after all she does not deliberately set fire to things. The 
Warrant is that she does not want to do destructive things. The Backing, which is 
significantly verbalised in this instance, is that life has been unfair to her, after all she has
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lost her mother and her grandfather. The Alternative is vaguely considered in the section, 
and although somewhat unclear, seem to be ideas about whether there might be 
something genuinely destructive in her after all.
A switch has clearly taken place here, after being very preoccupied with her possible 
destructiveness, the situation is reversed. She attempts a defensive argument which would 
change the complexion o f  the thinking entirely, she now wants to see herself as the victim 
not the aggressor. The defensive nature o f this manoeuvre is obvious from the 
desperation. The argument does not hold water, undoubtedly she has suffered many 
misfortunes, but that does not change whether she is destructive or not. It appears that 
the preceding exploration caused heightened anxiety and this necessitated the defence o f  
denial o f her anxiety about herself and projection. An attempt at reparation by 
obsessional means, has failed, see Diagram 36 - Patient. Therefore there is a return to 
persecutory anxiety, the objects that were to be restored turn again into persecutors, in 
other words a projection o f destructiveness has taken place. In the Claim and in the Data 
she is the victim not the other way around.
It is not clearly so
It's not about being a victimOne of the things you fear is that 
you have caused  harm
Fearing something you yourself might do 
and being a victim is inconsistent
m
(ChJ
T h erap ist 3 7
Diagram 37 -  Therapist: The Challenge that the therapist is putting forward is that the 
patient's dilemma is not about being a victim. The Qualifier is, ‘it is not clearly so’. The 
Data for this Challenge is that many of the things she feared were not things that
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happened to her, but about her causing somebody harm. No Warrant is offered nor 
obviously implied. The Backing is not verbalised but could be the principle that fearing 
something you might do yourself is not consistent with being a victim.
The therapist is here trying to draw the patient's attention to the defensive nature o f  her 
Claim. He challenges the projection directly. He adds the modifier 'clearly' because 
undoubtedly in some sense the patient is a victim o f circumstances too. This is an 
amplification o f the patient's situation.
Patient: Yes. I don’t feel like attacking you though. I mean I don’t feel angry about 
this or like attacking you, or anxious. I can remember the first time that we talked 
about this and you asked me if it was an extremely anxiety provoking situation 
coming here. And it's not you see but it, that, that again doesn’t seem logical in that 
this isn’t anxiety provoking for me. Whereas if I go back to work now and I’ve got to 
do some., that would be and it should really be the other way around.
Therapist: But you know when we finished last time you left here I think feeling 
frustrated that we hadn’t come up with a time that was suitable for you.
Patient: Mmm....
Therapist: I offered three times to you.
Patient: I know (laughing)
Therapist: Three times that were equally unsuitable perhaps and you had to make a 
difficult choice.
Patient: Yes. And I’ve also had to tell people that, and I didn’t want to , no, in order 
to make it possible for me to come here this time. So yes, I don't, I, I felt at the time a 
bit annoyed about that as if it was, again it was unlucky that those three times just 
really don't suit me. I only have one afternoon and that's the Wednesday and I only 
have one lunchtime and that's a Friday. It just seemed unlucky. So yes, I think that 
um annoyed about that I don't think annoyed with you, more annoyed with the 
situation because it’s inconvenient in a way. Friday lunchtime is not a good time. 
And it just seemed to me it was really unfortunate. It could have been any other day 
of the week. And why does it have to be either of those two particular times that 
really don't suit me? But I, Again I rationalised it and thought well just bad luck it 
doesn't suit me and I have to make sacrifices.
Therapist: But the sacrifice you made was you decided to opt for Friday lunchtime, 
which could mean letting people know, rather than an 7.30 time which got well, too 
early, having to face the whole day?
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Patient: Mmm... I didn't feel very good going to work afterwards quite exhausted 
you know and then having to work. I don't like early mornings at all. It does not suit 
me in terms of my thinking.
offered you three times
You felt frustrated last sessionWe could not agree on a 
suitable time for you
Maybe the three times were 
unusually unsuitable
The fact that it was so difficult to find a 
time, means the patient was feeling 
anxious or angry etc.
m
(Ch)
Therapist 38
Diagram 38 -  Therapist: The Challenge is that the patient felt frustrated the last time 
they met during the assessment session. The Data is that there had been some 
considerable difficulty in agreeing a suitable time for the psychotherapy sessions. As 
Warrant, the therapist points out that he had offered three different times. The Backing is 
not verbalised, but appears to be an assumption that the fact that the patient had such 
difficulties agreeing on a time means that she was anxious, angry or felt something 
similar. The Alternative is touched on, which is that unlikely though it may be the 
patient's time table might have been such that the three times were genuinely unsuitable.
The therapist is trying to challenge the patient to look at what feelings might be 
underlying her practical difficulties.
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The time issue is irrelevant
I felt annoyed or anxious and 
therefore it w as difficult to find times
I w as not annoyed with you, just the 
situation
m
P atien t 38
Diagram 38 -  Patient: The patient's Claim in response to the above Challenge is that 
she says she wasn't a bit annoyed about the difficulties about times. The Data is that not 
finding a very convenient time was just unlucky. The Warrant is that she wasn't annoyed 
with the therapist, just with the situation. The Backing is not directly verbalised, but 
strongly implied, that is, she feels that the time issue is irrelevant. An Alternative, which 
is not explored, is that maybe because she felt annoyed, anxious etc. it was difficult to 
find times.
The patient is here putting a lot o f energy into denying the possibility that the Challenge 
might be worth thinking about. The annoyance is recognised but projected and displaced 
onto something called 'the situation\ seen in the Warrant. Denial and projection are 
used. Were the Claim to be true it could have been expected that the patient might have 
allowed herself to consider the Challenge for a while before rejecting it. There is also a 
quality o f omnipotent triumph over the therapist in this communication indicating 
possibly the presence o f  the manic defences.
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7.3.1. Session 7 
Subjective/Intuitive analysis
This session starts with the patient reporting that she is feeling better. She had not
panicked when abroad the way she had expected. This fact seems to confuse her.
‘Maybe I am just reacting badly to the pressures that are to do with my job and my 
house.... But when I went to Spain earlier in the year that was really difficult. I don't 
think it’s just being away from work’.
The therapist suggests that the improvement may have something to do with the therapy. 
The patient finds this suggestion worrying as it suggests to her that she is not in control. 
There is talk of how she controls her boyfriend, and some discussion about whether she 
attempts to control her therapist. The patient denies this possibility and claims that it may 
be the therapist who controls her.
‘I thought that you deliberately suggested that I come in the morning because that 
was what I didn't want to do. I mean I got the impression then in that case that you 
were trying to control, control, me’.
It appears that the controlling has been projected onto the therapist. The argument has got 
an artificial, or even paranoid feel to it. Why should a therapist suggest a time when the 
patient does not want to come.
The session continues with further explorations about control, who is controlling whom, 
and is it useful or even desirable. The patient wonders whether the therapist is in control, 
and suddenly there is a switch in associations for the patient to a reflection of why she is 
the way she is (presumably controlling).
‘I just assume that you have got some ideas of control. That is, the way of control, of 
structuring things, of directing things. I can't see any ways in which you are 
particularly directing things. Um I think about this so much that.... I think of my 
childhood, my mother's death, my recent relationship with my grandmother....’
This is a curious switch, it is not entirely clear what exactly triggered it, however the 
unexpected nature of it makes it perhaps more significant. What was being said must 
have made sense in some way and been felt to be convincing in order to cause the switch 
into reflective thinking. The reflective mood does not however last long. The thoughts 
and feelings emerging into the patients mind appear to cause some heightening of anxiety 
and she seeks again refuge in wondering about who is or should be in control.
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‘I could think about this for a long, long time but in a completely unstructured way. I 
do keep still feeling that I need some sort of guidance from you...’
After this exchange follows a general discussion about what she expects from the 
therapist. She mentioned how disturbing it was for her when the therapist did not behave 
in ways she expected.
‘I found it difficult that you wouldn't stand up (at the end of the session). I almost 
thought that you were doing that on purpose, that you didn't stand up.’
The patient illustrates how disturbing it is for her if things don't go according to 
expectations, thus her need to control.
The discussion about control is via associations turning into a discussion about what it 
was like for her to grow up without a father. The patient insists that it wasn’t anything that 
particularly concerned her. This could be true, however it appears that the problems, 
associated with not having a father are in fact projected.
‘I've got friends whose fathers left their mothers when they were early teens and I 
can remember talking to them about it and how devastated they were that their 
fathers had left home. And it seems to upset them a lot more that I ever remember 
feeling upset at not having a father at home in the first place9.
The session ends with reflections on the forthcoming ending of treatment. This creates a 
feeling of anxiety and suspicion, which is dealt with by what seems to be defensive anger.
7.3.2. Argumatics analysis o f session 7
Patient: The anxiety has been much better this week.... Maybe I'm just reacting 
badly to the pressures to do with my job and my house...But when I went to Spain 
earlier this year that was really difficult. I don't think it's just being away from 
work. I can't really think what the... it wasn't accurate that as soon as I was away 
from England or something I felt OK because I didn't. I still had a couple of 
irrational moments...but it's not as bad as they have been in the last two or three 
weeks in England.
Therapist: It seems very difficult for you to talk about the possibility that you may be 
beginning to face something here or using these sessions in a way that is having some 
influence on how you are.
Patient: Mm. Maybe I can't see how it is having an influence yet but possibly it is. I 
mean that, I haven't discounted that possibility, no but...because I mean I went to 
Spain and I did feel very bad and I've been feeling quite rotten over the last few 
weeks. A bit better before I came here and then worse again when I first came here
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and then really bad the last two weeks before I went away and fine again this week. 
So no I mean I don't discount the possibility but I can't see how, how it has to happen 
here. But maybe I do find it difficult to confront that yes. I don't feel in control of it. 
I feel it’s more in control of me than I'm of it.
Patient's above statement inferred 
'changed mood'
Patient finds looking at what is happening 
in therapy threatening
it seem s difficult for you to consider 
the possibility that what is happening 
in therapy may have som e influence
m
(CN
Therapist 3 9
Diagram 39 -  Therapist: The therapist is offering a Challenge to the patient that it 
seems difficult for her to consider the possibility that what is happening in therapy may 
be having an influence. There is no direct Data for this statement. It appears to rest on 
what the patient inferred, a change of mood. No Warrant is offered or implied. The 
Backing, which is implied, is that the patient seems to find looking at what is happening 
in therapy threatening, in particular if it is felt to be having an effect.
With the Backing in mind the therapist is trying to draw the patient's attention to the 
transference aspect. That is, that the patient might have found the therapy helpful. This is 
a Challenge for the patient, to look at the material in a specific way.
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If I cant see it, it cant be so
Feeling better when going away 
may be related to therapy
The way I have been feeling 
over several past weeks
I am not being categorical 
about it
I cant see  how it (the therapy) is 
having an influence
I may find it too difficult to consider the 
possibility that therapy has had an influence
m
(M)
Patient 39
Diagram 39 -  Patient: The Claim which the patient is offering in response to the 
Challenge by the therapist is that, prefaced by a Modifier, ‘although she is not being 
absolutely categorical about it’, she ‘cannot see how the therapy has been having an 
influence on the way she has been feeling lately’. The way that she has been feeling over 
the past few weeks is offered as Data for the Claim. Interestingly an Alternative is 
verbalised as well, which is that feeling better in the last week may be related to events in 
her therapy. As Warrant, she admits that maybe it is too difficult for her to consider the 
possibility that therapy is having an influence. However the argumentation rests on a 
Backing that if she cannot see something to be the case then it cannot be so.
The patient is here putting forward a very confusing argument, seemingly, contradictory 
Alternatives are verbalised, but not really considered, the Data seems confusing. In order 
to make this Claim at all, it must rest heavily on the Backing, which is not verbalised, but 
seemingly strongly felt, that i f  she cannot see something then it cannot be the case, in 
spite o f  contradictory possibilities and confusing Data, which further more is not really 
considered. This therefore suggests that the Challenge is defended against, by denial, 
which rests on feelings o f omnipotence. The Alternative and the Modifier are verbalised. 
This is done not in order to consider them, but in order to avoid having to think about 
them seriously. As i f  to say, I  have already considered them. A defence against a need for  
the object in this instance the therapist. This suggests that, manic defences are operating.
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Patient: But I don't think I am trying to control you. I mean I can’t, I don’t feel that I 
want to be able to control what you say or what you do or what happens in these 
sessions. I might think before I come how I want the session to go, but I mean how, 
um I do that.
Therapist: Mmm... But you have been wanting the sessions to go on at the end, why 
can't we go on to half past you wonder.
Patient: Yeah. Well I told you why that was. I mean I, I almost felt sometimes as if 
its, its important it's something that maybe needs to be resolved as to why, how I 
react to ending things....ending things. I thought, I mean I thought initially that these 
sessions were an hour. And I thought that the first two were an hour. I didn't really 
look at my watch for the time. And after that I thought they were 50 minutes. And I 
almost thought that was intentional on your part. That you were ending it ten 
minutes earlier as part of the... you just don't- the other one was when I thought that 
you'd deliberately suggested that I come in the morning because that was when I 
didn’t want to do. I mean I got the impression that in that case that you were trying 
to control me. Or seeing how I react to doing something that I didn't want to do.
Ia) P a tien t 40
( W l )
You controlled me
The way I react to endings has  
got other explanations
donl think I am trying to control you
If I don't think so , it is not likely to 
be so
I donl feel I want to control what 
g o es  on in session s
What happens at the end of sessio n s may 
be an indication that I do try to control
Diagram 40 -  Patient: The patients Claim is that she does not think that she is trying to 
control the therapist. As Data for this Claim she says that she does not feel she wants to 
control what goes on in the sessions. Two Warrants can be identified, the first one is that 
although the therapist had pointed out that she has found ending sessions difficult, she 
feels this has got other although not understood explanations. The second one is that the
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therapist is controlling her. The Backing is not verbalised but could be something like if I 
don't think so then it is likely not to be so. The Alternative, which might arise from the 
therapist's intervention, could be that the fact that she finds ending sessions difficult (and 
tries to extend them), indicates that she behaves in a controlling manner in her sessions 
too.
It appears that the patient employs denial (being controlling with the therapist needs for  
some reason to be denied). The argument rests on shaky ground, The Data is that she 
does not fee l she wants to control. The first Warrant is a dismissal o f  the therapist’s 
intervention. The second Warrant is turning the argument on its head, it is seen as a 
possibility that it is the therapist who is controlling the patient, a projection. The 
argument can only hold together i f  it rests on a Backing like 'If I  don't think something is 
the case then it can't be the case. This means in other words, omnipotent thinking. This 
appears to be part o f trying to deny that a relationship is being played out between 
patient and therapist, thus suggesting the use o f defences classifiable as manic defences.
You have wanted session s to go on 
at the end
The patient has been attempting to 
control at least the length of session s
You have wanted se ssio n s to go on 
at the end
m
(A) T herapist 4 0
Diagram 40 -  Therapist: The Challenge here is that the therapist points out to the 
patient that although she tries to argue that her controlling behaviour does not extend to 
the therapy, she has wanted sessions to go on at the end. No Data is offered as such, in
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fact the Challenge acts as its own data. No Warrant is verbalised or implied. The Backing 
is not verbalised, but seems to be a hypothesis that the patient is controlling, at least in 
relation to the session lengths.
The therapist is pointing out inconsistencies in the patient's communication.
Patient: I went to see my GP first...he said he'd prescribe me some, um I don't know 
whether it was tranquillisers or anti-depressants um he was trying to treat my 
symptoms and I knew then that that's what I didn't want, it wouldn't help, it 
wouldn't make them go away. So I didn't expect to have some sort of treatment like 
that but the, well maybe I'm just imagining these things from you, things about um 
changing the session and um finishing at twenty past because I just assume that you 
have got some ideas of control. That that is the way of control, of structuring things, 
of directing things. I can't see any ways in which you are particularly directing 
things. Um I mean I think about this so much that... think of my childhood, my 
mother’s death, my recent relationship with my grand mother and her husband...sort 
of there’s so much apart from just what I said about it in my first discussion....I’ve 
become aware that things go back a long, long way. Although I don't know how I 
would have been if my mother hadn't died. To me it seems like it's only the last six 
years that are really, really important in affecting how I'm feeling now but maybe 
it's further back as well. You know I could think about this for a long, long time but 
in a completely unstructured way. 1 do keep still feeling that I need some sort of 
guidance from you in my, my past memories....as to which ones are helpful to think 
about. Not important, really to work out which ones are important, which ones are 
helpful to think about in terms of helping me to feel better.
Therapist: And what has come alive in your feelings here in a session today which 
may or may not go back to past times I don't know, is this feeling that this other 
person, me, has something that I could give you, I've thought things out...but I don't, 
I’m not sharing it.
Patient: Mmm.... Yes, I suppose so but I don't um, yeah, that's true. It's not that, I 
don't know why I think you won't, I mean its true, yes I think you do know 
something or you've thought of something or you have some feeling about it. I don't 
know why you won't, I think... sort of now that you're not trying to direct me, and 
it's difficult for me to, to know where to sort of think myself, what areas to talk about 
myself. And I don't know if you have got something. I just assume you have actually. 
I assume you must be able to see the links with my past.
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I assum e that you have got som e 
ideas of control
I need som ebody to be in control, 
or chaos takes over
I need guidance from you in my 
past memories
There is no need for anybody to be in 
control all the time
You donl appear to be directing 
things
If you are a 'good' therapist you 
must be in control
P atien t 41
Diagram - Patient 41: The Claim is that the patient assumes that the therapist has got 
some ideas of control. A Qualifier ‘You don’t appear to be directing things’ The Data is 
that the patient feels she needs some guidance from the therapist in thinking about her 
past memories. The Warrant is not explicit but implied, that is if the therapist is a ‘good’ 
therapist he must be in control. The Backing is not verbalised but implied, and is 
something like, ‘ I need somebody to be in control or some kind of chaos will take over. 
No Alternative is verbalised but could be ‘there is no need for anybody to be in control all 
the time’.
The patient is struggling with a fear o f being overwhelmed. These feelings are expressed 
in the Claim, the Data and the Warrant.
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Patient's material You feel I have got something 
(control) which I w ont give you
Patient feels abandoned/let down
I've thought things out, but I am 
not telling you
(Ch)
Therapist 41
Diagram -  41 Therapist: The Challenge is that the patient feels that the therapist has got 
something (control), which he won’t give or show the patient. The patient’s material as 
presented in diagram (Patient 41), acts as Data. The Warrant is a further comment on 
what the therapist feels is going on in the patient’s mind, that is, she feels that he the 
therapist has thought things out but is not telling the patient. The Backing is not 
verbalised, but is an assumption that the patient is wrestling with feelings of 
abandonment or feeling let down.
The therapist is offering and interpretation and amplifying it in the warrant at the same 
time.
Patient: I almost get the impression that....that I should be able to see you as being 
like... And talking to you isn't like talking to them. And I almost feel that that's 
something that you're trying to suggest that I should be feeling that...
Therapist: Is it John or John? I thought about the first John- (Patient's father)
Patient: Mmm....
Therapist: Because I'm thinking perhaps where does this feeling go back to? 
Somebody else having something that he could give you, I could give you but I won't.
Patient: Mmm.... I don't think about that very much really. I am thinking about 
when I was a child and I never... particularly doing that... stayed with me for quite a
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long time back to um when I was doing my O-levels. Yeah to the sixth form and that 
was, he’d be obliged to pay maintenance money from birth to sixteen, that had been 
agreed initially but because I was still at school my mother ...had written to him to 
see if he would agree to pay maintenance for another two years for staying on at 
school and he agreed that he would pay maintenance for my two years because I was 
going to ...I mean that's about...him, financial support from him, ...I've always 
remembered it since, that um he had an option not to financially support me but 
decided that he would financially help me. (long silence)
Mmm, mmm.... I didn't, I haven't said that for ages, actually even thought about 
that particularly but it does seem important now that... but I'm not consciously 
really thinking about him very much. It's strange that I’ve not wanted to get in 
contact with him. I mean a lot of people have said to me over the years don't you 
want to get in touch with him? I don’t feel bitter about anything, I just don’t 
particularly feel I want to. I seem to have a lack of interest about it. I see programs 
on television about people who've been adopted and who, who umm go to look for 
their adopted, their real parents and have got some real urge to do so but I've never 
felt that. Never anything, just remembered that and about the financial...
Therapist: I suppose it might be important because it represents him giving you 
something that he didn't have to give you.
Patient: Mmm....
Therapist: He, he cared.
Patient: Mmm....
Therapist: But there’s a whole set of feelings about what he didn't give you. He 
wasn’t around for you. He wasn't around for you. He wasn't there to give you the 
love,...
Patient: I think it would have been worse though if he had been at the beginning and 
then left. I think everybody over compensated really towards., in fact I used to have 
a lot of adults around me... I can never remember actually wanting a father. The 
first time I can remember was going to school when everybody was saying what does 
your father do and things like that. I've got friend's whose fathers left their mothers 
when they were in their early teens and I can remember talking to them about it and 
how devastated they were that their fathers had left home. And it seemed to upset 
them a lot more that I ever remember feeling upset about not having a father in the 
first place. I've obviously consciously worked out there um... seemed a bit odd in that 
way but I can't remember being really miserable about not having one.
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Your father wasn't around for you
Your father didn't give you love
You have feelings about what your 
father didn't give you
Patients feelings of not being given 
something sh e fee ls sh e should have, is 
related to not having had a father
m
(Ch)
Therapist 42
Diagram 42 -  Therapist: The therapist is offering the patient a Challenge that she has 
feelings about what her father didn't give her. The Data for the Challenge is that the 
patient's father wasn't around for her. The Warrant is that her father didn't give her love. 
The Backing is not verbalised but implied, that is, that the patient's feelings of not being 
given something she feels she should have had is related to not having had a father.
The therapist is trying to help the patient to get in touch with feelings about her father. 
The therapist is doing this by using the material, which has become apparent in the 
transference, i.e. that she feels that the therapist is withholding something he could give 
her. This is an interpretation o f the feelings the patient is having about her absent father 
based on the transference, as it has emerged in the session.
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I never needed a father
I cant remember ever wanting a 
father
Everybody around me overcompen­
sated for me not having a father
I had some feelings when friends at school 
said "What does your father do’ etc.
(B)
Patient 4 2
Diagram 42 -  Patient: The Claim that the patient produces is that she can't remember 
ever wanting a father. The Claim does however come with a Qualifier, the patient 
remembers having some feelings when asked by her school friends what her father was 
doing. The Data for this Claim is that everybody around her over compensated for her not 
having a father. The Warrant is that in fact people who loose their fathers in their early 
teens feel much worse than she does. The Backing is not verbalised, however the 
argument rests on the assumption that she feels convinced that she never needed a father. 
The Alternative that she did have feelings about her absent father, in response to her 
school friend’s comments is only touched on but not explored.
The patient is denying the therapist’s Challenge. To the denial is added a projection that 
it is not the patient who has suffered from the absence o f a father but somebody else. The 
Backing is again evidence o f omnipotent thinking, that is, she has never needed a father. 
The denial o f the potential significance o f a relationship suggests that the patient is using 
denial as a form o f  ‘ manic defence ’.
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7.4.1. Session 8 
Subjective/Intuitive analysis
The session starts with some thoughts about the therapist being late.
‘...it just seems like you know it is a shame, ten minutes ...after I made such an effort 
to get here on time today.’
The patient states that she felt particularly positive that session, really wanted to come. 
She continues by reflecting on her tendency for controlling behaviour, which she admits 
to. The reflection leads to thoughts around her grandmother, and how she worries about 
her. The patient lets the therapist know that she deals with these feelings by attempting to 
tell the grandmother what to do. She further feels that her grandmother's situation is not 
helped, by having an unhelpful alcoholic son. This leads the therapist to wondering if the 
patient might not be feeling that it is the therapist who is being nasty and unhelpful. The 
patient denies this,
‘...that's not the overriding thing I think about you though is being nasty to me. ...I 
mean yeah, there are some things that you may do that I don't like or don't think are 
very supportive...’
The therapist's suggestion is not considered, instead the patient continues to talk about her 
grandmother. Feelings of regret are expressed in relation to her mother and her 
grandfather, and in particular relating to the time of their death. Anxiety about the 
grandmother’s safety comes up again, and how she tries to cope with these feelings by 
being controlling. The controlling behaviour is connected to the patient's childhood; she 
feels nobody ever told her what to do.
‘I don't know but something that I think is important is um not ever being told 
particularly what to do myself.
The discussion about control leads to thoughts about the therapy. The therapist is
wondering why the patient seems particularly accepting and accommodating this session.
This is however an issue the patient does not want to discuss. In fact the patient feels
there should not be so much discussion around the relationship with the therapist.
‘We always seem to spend quite a lot of time talking about the interaction between 
us, about whether I'm angry with you, whether I’m trying to make you feel good, 
things like that. Sometimes that's difficult for me to see why that’s so important 
because my life is ongoing, my problems are ongoing and I see this as short term’.
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The patient knows some thing about psychoanalytic technique and admits that the 
therapist may be seen either like mother or father, however, any attempt by the therapist 
to explore this further is stopped by the patient. In this session, it appears that the patient 
tries to be more amenable, exploring difficult feelings around her grandmother and her 
mother's and grandfather's death. However when the therapist attempts to extend this 
exploration to what is happening in the room the patient retreats into denial.
7.4.2. Argumatics analysis o f session 8
Patient: I’ve gone out and have wanted to go back and check things and I haven't 
been feeling that for a while...I’ve been thinking as well it's something do do with, I 
feel it’s out of control, I feel I can't control this thing at all. And even though I know 
it's completely irrational I just can’t control how, how I react to things.... lost control 
of my feelings and...I mean I keep thinking about the ...control and how to control 
people by things like what they wear and what they do and how they.... and that sort 
of thing. And I think that's probably true. I do feel that quite a lot. I mean I'm not 
sure about controlling through sex though but I mean that might be true but I just 
can't accept that or see that yet. But certainly I do get the impression that I do try to 
be quite controlling and I can't seem to control myself in a situation.
Therapist: I wonder if, if that’s the real struggle for you and becomes manifest in 
trying to control things about other people but perhaps what you're trying to control 
is or are things about yourself that you may see in other people but are really about 
yourself.
Patient: Could be. I mean yeah I accept that's a possibility. Is um, is having insight 
into that enough then? I’ve found that I really can see a lot more clearly how I 
behave and how I react about a lot of things....things that are discussed here, things 
that I can - the other one is being defensive and um overreacting to criticism and 
things like that. I've really found myself stopping before I do that now, not doing it, 
not being so important, not being so worried about what everybody thinks all the 
time. So that, I can see how having some insight into that helped me. But... I mean I 
just don't see how having insight into this control business is going to actually help 
me get on, I can't translate it into action. I mean I notice that I always talk about my 
symptoms like my behaviour as if it's not, it's not um, it’s not controllable. I always 
talk in a very passive way like you know I feel when I come in the first thing I always 
say is how, how things have been for me this week rather that how I've been this 
week. Sort of detached from it and I just don't see myself as being able to control it.
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The patient's controlling behaviour is 
about trying to control something 
internal
T herapist 4 3
Diagram 43 -  Therapist: The Challenge in this instance is an interpretation of the 
patient's material (Data), hat the real struggle preoccupying the patient is that she is trying 
to control things about herself by controlling others. No Warrant is offered or implied. 
The Backing is in fact the same as the Challenge.
The therapist is here open about his thoughts about what he feels might be going on for  
the patient. He offers an interpretation and a clarification o f  what he feels is going on.
C hange feels frightening
Without control there can be no cure
Although gaining insight has been  
helpful in som e respects, I cannot 
translate into action the insight 
about control
I donl s e e  how having insight into my 
problem with needing to control myself 
could be helpful
P atien t 4 3
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Diagram 43 -  Patient: The Claim is that the patient does not see how gaining insight 
into her controlling behaviour might be helpful. The Data is that although in some sense 
she has found gaining insight helpful, she feels that in connection with control she cannot 
translate that into action. The Warrant, which is verbalised in many places in this section, 
is that she feels she cannot control her controlling. The Backing is not verbalised but is 
something like without control there can be no 'cure'. There is an Alternative which is not 
verbalised but could be that, ‘change feels frightening’.
In this vignette the patient does not want to hear what the therapist is talking about. 
Instead, she states that even i f  she considered, what was suggested, that would be o f no 
use (the Claim). Thus the therapist's intervention has been obliterated. There is also a 
curious circularity to the argument. On the one hand, she is talking about, looking at her 
controlling behaviour as a symptom, on the other she feels that the only way forward, 
with controlling is more control. The Backing, again contains, more control. This 
indicates that the patient does not believe that a different way o f  looking at the situation 
could exist, not involving more control. In other words, anything, she cannot think about, 
cannot exist. This suggests omnipotent thinking, in the face o f  her anxiety. There is also a 
suggestion o f competing with and a triumphing over the therapist. The use o f  omnipotent 
thinking and triumph suggests use o f manic defences against anxiety rooted in feelings o f  
neediness and dependence on the therapist.
Patient: I don't remember coming away last time being angry with you. I've thought 
sometimes that - I have gone away angry yes, and there was a time I felt... angry 
because I thought you were rude. But I wasn't nice to you either really... Maybe I do 
that with people sometimes but I think it's not particularly necessary in this 
situation. I'm trying to think about the phone call. I was, I wasn't quite sure what 
you meant there. How, how is it similar to a phone call, me phoning my 
grandmother? Oh I see, because um I don't, I don't think I wish that she was dead 
though or I mean I've tried not to anyway. That's very difficult. I find that's one of 
the most painful things we discussed actually. There's sort of a lot of me doesn't, 
doesn't want that at all and that's something I, I feel really scared about.
Therapist: Mmm....
Patient: I remember being really troubled by that one on the way home after the 
session when we discussed that. I felt terrible, I felt really guilty...
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Therapist: As if having a thought like that, kills all the other caring granddaughter 
thoughts...
Patient: Mmm.... Or as if having thoughts like that about her could actually kill 
her...I think I feel so guilty about my mum's death...what about it, I just keep feeling 
really guilty, I mean I just keep feeling that I could have done more. Things like I 
could have left university earlier or I could have cared for her more or I could have 
known earlier that she was going to die, um been more supportive to her. Same with 
my Granddad when he died. I mean I'd been there lots of the time, I'd been doing all 
sorts of things like taking my Grandmother to see him but when he actually died I 
was, I...had to come away from Cornwall. So I wasn't there when he died. So I 
wasn’t there when my mother died ... I get really frightened about being away or out 
of the country or something. I just think that my Grandmother is going to die when 
I'm away. And that is, I think that is a really major fear why I have to keep phoning 
her and keep checking that she is all right. I just have this feeling that something is 
going to happen to her and I'm not going to be there. Or you know she is going to be
trying to contact me and I'm not going to be able to be contacted.(long silence) I
just had this feeling that people would hide it from you if anything was wrong with 
her. She. she would hide it from me, you know she'd say you know I don't want Sid 
(son) to be worried...sort of thing like she doesn't want me to be worried and yet I 
end up feeling more worried that is normal concern for her somehow. It's strange 
how, how it's happened. And I always get this feeling that I'm responsible for her 
and it’s I mean I've got to be sure that she's all right ...I don’t give her any control 
over it herself. I was trying to talk to her last night about this problem and always in 
the past I sort of say to her well I think you should do this or I think you should do 
that. I'm used to saying that sort of thing, being very sort of controlling and I think 
this is the right way to deal with it. I think since being here talking to you I see that 
that's not very helpful actually. It's actually more helpful to get the person to sort of 
generate themselves how they think they cope with things or... I can't really 
verbalise that too well. It's a different approach. I mean I kept expecting you to tell 
me how to behave, and try and solve my problems. I still have that feeling slightly 
that you're going to say to me well look I can see what's wrong with you, it's this and 
you should do this instead. Um I mean for the first few sessions I just felt I was just 
talking and giving you material and expecting you to find the answer and then tell 
me what the answer is so that I could sort it out. And that's how I kept sort of 
talking to my Grandmother...telling her what to do., advising her what to do perhaps 
without giving her much sort of her own control to do it. You know if she wants to do 
it,., maybe I should just listen to her rather than advising her.
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Patient's past material
Patient fears that the power of her 
thoughts could destroy
You feel as if having thoughts about 
wishing your grandmother dead, 
might actually kill, any caring thoughts
(W)
Therapist 44
Diagram 44 -  Therapist: The Challenge in this instance is that the patient seems to feel 
that if she has thoughts about wishing her Grandmother dead, then these feelings might 
also kill off any caring thoughts. The Data for this interpretation is the patient's own 
material. No Warrant is offered or implied. The Backing is not verbalised, but is implied, 
that is, the patient fears the power of her thoughts, as if they could destroy.
The therapist is tentatively trying to challenge the omnipotent thinking o f  the patient.
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My thoughts and feelings can destroy
Guilt about events surrounding 
mother's death
It feels as if having thoughts like that 
(wishing grandmother dead) might 
actually kill her
I have to keep phoning my grandmother 
when I am away, so that she wont die 
while I'm away
m
Patient 44
Diagram 44 -  Patient: The Claim is that the patient feels that having thoughts like 
(wishing grandmother dead) might actually kill her grandmother. The Data is the feelings 
she talks about in relation to her mother's death, guilt in particular. As Warrant she offers 
the fact that she has to keep phoning her grandmother when she is away. The Backing is 
partly verbalised in the Claim, that is, that the patient feels her feelings could actually 
destroy.
Here the patient shows awareness o f her feelings, she exposes her vulnerability. However 
she seems unaware o f  the omnipotent nature o f her beliefs. This is evident in the Claim, 
Data, Warrant and the Backing.
234
7.5. Rotated Histogram showing changes in the patient’s preoccupations over time
Changes in the patient’s preoccupations from sessions 1, 5, 7, 8 and 9 are mapped onto 
the rotated histogram below
Mary
Session No.
The variables in this histogram are as follows: The first column (1) is a catchall category, 
The second column (2) shows the number of statements indicating self-reflection, The 
third column (3) shows the number of statements indicating that the patient is ignoring 
the therapist’s statements. The fourth column (4) shows the number of statements 
indicating that the patient is acknowledging the therapist’s statements, The fifth column 
(5) shows the number of statements indicating some awareness of others. The sixth 
column (6) shows the number of statements indicating a negative worldview or negative 
statements. The seventh column (7) shows the number o f  Statements indicating a positive
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worldview or positive statements. The eighth column (8) shows the number statements 
expressing fears of being destructive. The ninth column (9) shows the number of 
statements referring to catastrophic anxiety.
This patient’s statements reflecting a fear of being destructive deceased noticeably. The 
number of times this patient made reference to catastrophic anxiety decreased during 
sessions five seven and eight, but increased again in session nine. The patient’s capacity 
to acknowledge the therapist’s comments also increased during the middle sessions but 
decreased again in session nine.
7.6. Independent Psychoanalytic Assessment of Mary (Session 1)
Perhaps the most obvious aspect of the interview was the client’s anxiety and her use of 
obsessional mechanisms to cope with it. Her obsess ional tendencies were evident at the 
beginning with her emphasis on repetitiveness and also very clear when she spoke of her 
need to check and her worry about making damaging errors. She had difficulties over 
decisions, including deciding on a time for her sessions and difficulty in ending the 
interview.
She is aware that there are destructive elements in her personality although, as she says, 
she experiences herself as the recipient or the victim of them rather than the initiator. I 
thought that the references to flooding and burning and harming babies linked to actual 
early trauma and to her unconscious fantasies of attacks on mother’s body. Part of her 
trauma is the loss of father, which she may, inwardly, feel responsible for, but which 
actually left her feeling she had to cope with a depressed mother on her own. (Giving 
some reality to her feelings of being the victim of circumstances). Her anxiety appeared 
mostly paranoid, giving rise to feelings of being criticised and constant anxiety. She fears 
cancer - and worries that it was lack of positive feeling in her mother that made her 
succumb - as well as feeling that her own libidinal impulses are insufficient to overcome 
her own inner aggression. Her references to not being very good in the mornings are 
typical descriptions of recurring morning depression.
Comment: The independent assessment of this patient focuses on the nature of this 
patient’s anxiety. She has self-destructive fears and in addition she suffers from
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something that could be described as catastrophic anxiety. The paranoid nature of her 
anxieties is also commented on. There is no reference to the nature of the interaction 
between the patient and the therapist.
7.7. Summary of Mary
The material of this patient’s therapy shows some modest but significant changes. In the 
beginning of the therapy Mary presents with a number of paralysing anxieties. This is 
evident in the psychotherapy assessment (see appendix 1), in the pre-therapy interview 
(see appendix 3) and in the first session. Mary’s mother had recently died and perhaps 
some of her anxieties may be a reaction to this recent death. In the beginning this patient 
was very defended and openly said that she did not want to discuss for instance her 
mother’s death. The defensiveness decreased over the sessions and her anxiety 
diminished as can be seen from the rotated histogram. She was able to use her therapy, 
which is expressed in a lessening of her tendency to ignore or dismiss her therapist’s 
comments.
In the post therapy interview Mary said that she had felt that things had changed for her 
during therapy. She even made reference to her mother’s death and what it had meant to 
her, unprompted. She also said that she felt the therapy was too short. At the same time 
she was critical of her therapist.
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8. Results: Steven
This chapter introduces the fifth of the subjects. Included in this chapter is a short 
background to the patient. A subjective/intuitive analysis of selected sections of this 
patient’s therapy sessions was carried out. A detailed argumatics analysis of session one 
and session fifteen was carried out. The text in bold is the verbatim interaction between 
the therapist and patient. It often contains repetitions, hesitations and clumsy language. 
These have been kept to retain authenticity of the therapy process. Included also is a 
rotated histogram showing changes in the patient’s preoccupations as expressed in four 
selected session from the beginning, the middle and the end of therapy. An independent 
assessment of session one by a senior Kleinian psychoanalyst is included and discussed. 
Finally a summary of all the presented material is included with reference to before and 
after interviews conducted with the patient for the purpose of this research. Transcripts of 
the before and after therapy interviews can be found in appendix 3. Notes on Steven’s 
initial psychotherapy assessment can be found in appendix 1. The interview schedules 
used for the before and after interviews can be found in appendix 4. The complete 
transcripts of the recordings of Steven’s sessions of psychoanalytic psychotherapy are 
available on the CD-rom, appendix 5, available from the author on request. Included is 
also additional material used in Cognitive analytic therapy, such as ‘the psychotherapy 
file’, a form of ‘mood diary, the therapist’s reformulation of the patient’s situation, a 
diagrammatic representation of the patient’s dilemma and the therapist’s and patient’s 
goodbye letters, these can all be found in appendix 2.
8.1. Steven
Steven was undergoing fifteen sessions of cognitive analytic therapy.
The patient is a police officer in his early fifties at the time of his therapy. His troubles 
dated back to discovering that his son had had a homosexual relationship with a teacher. 
There had been a court case against the teacher. However to the Steven’s dismay his son 
testified, in the trial, in defence of the teacher. As a consequence the relationship became 
tense between father and son, and at the same time Steven was becoming unacceptably 
aggressive at work. This became so much of a problem that at the time of beginning 
therapy he had been on 'sick leave ' from work for six months.
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Impotence was another one of Steven's problems. After the discovery that his son had 
had a homosexual affair with the teacher, Steven got involved in an affair with a woman. 
He was however unable to consummate the affair. His marriage of, 27 years, was distant.
Steven was an only child and he claimed that he had a relatively uneventful childhood. 
His relationship to his parents appears from Steven’s material to have been distant, 
although he maintained that they were close.
Therapy
When Steven’s case was discussed in a supervision group, the hypothesis was put forward 
was that Steven had difficulties with intimacy between males. It was even suggested that 
Steven might be a latent homosexual himself. Steven was possibly trying to defend 
against a realisation of his own homosexual tendencies by attempting an affair. These, 
probably long standing problems had prevented him from being a loving father to his son. 
The son in turn had to turn to his teacher for the intimacy and support he yearned. For 
these reasons it was felt that it was important for Steven to have a male therapist.
The theme most frequently discussed during the actual therapy was Steven's 
preoccupation with control. He swung from feeling too much in control to losing control 
altogether and becoming violent. At the beginning of therapy Steven was very 
preoccupied with his own misery, and with whether he should as a result of this 'illness' 
retire from the police force. He described several instances when he had felt totally 
powerless and had then resorted to violence.
The therapist repeatedly pointed to underlying feelings of anxiety. This appeared to 
enable the patient to think about feelings of inadequacy more openly, such as how he felt 
about the situation with his son. Steven talked of how betrayed he had felt by the son, 
who did not value his father's attempts to protect him from having to give evidence for 
the prosecution.
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Steven was able to reflect on how some of the son's behaviour could be understood as a 
result of Steven's failings as a father. He was in fact expressing deep regret of lost time 
with his son.
Steven's sexuality was explored, but not in terms of his sexual preferences. Interestingly 
Steven felt after the therapy that this was one area, which he would have wanted to 
explore more.
It appears that some progress was made during this therapy, in spite of many issues 
remaining unclear. Steven decided to retire from the police, and was hoping to have more 
therapy later. He presented as a sad man after therapy, but was aware of the need to work 
on his relationships.
8.2.1. Session 1 
Subjective/Intuitive analysis
This session took the format of an interview.
The patient started by talking about how he had become short tempered. He had already 
been signed off sick, from his job as a police man, partly because of this. The patient gave 
an example of what happens when he loses his temper.
‘We were looking for a place to eat and we saw a place where she didn't want to go 
to and I got angry with her, more frustrated with her than angry, and anyway 
eventually she went into a MacDonald’s which I hate and I was furious and I sort of 
stood about while she ordered and on the pavement outside were a group of 
youngsters on motor-cycles and they sort of got in my way and I just took hold of one 
guy and just pushed him over’.
On being questioned as to when the patient felt his problems had started, he referred to 
the time when his son was involved in the court case of the schoolteacher.
The relationship is now tense between father and son, with some sporadic
correspondence (the son is at this time at university). The patient talked of feeling
betrayed, but also of feeling frightened that he might loose his son completely.
‘I am sure I've lost him, there's no, no sort of communication there and uh, it's not so 
much anger it's a sadness about it. And in truth I don't really know how to cope with 
it, tragic’.
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This leads to associations about the patient's own childhood, which the patient describes 
as uneventful and 'happy'. The only down side seems to have been the long absences of 
his own father.
The therapist continues the session, with probing questions about the patient's marriage. 
The patient describes a fairly distant marriage. He says that he feels some anger towards 
his wife for reasons, which aren't entirely clear. He also says he feels bored with his 
marriage. When ever the therapist isn't directing the session the patient goes back to 
talking about how he felt in relation to his son. The patient felt veiy persecuted about the 
events; he fears that his son is homosexual etc.
‘Well I was angry but not to the point where I was going to do that sort of thing. I 
just felt betrayed. I didn't, I was at a total loss’.
The patient feels like a victim in the situation. Persecutory anxiety is predominant. There 
is no evidence of concern, for either his son or his wife at this stage.
As this session is primarily an interview, only a small section will be analysed in detail.
8.2.2. Argumatics analysis o f session 1
Therapist: You must have been very angry about that, felt very betrayed.
Patient: The betrayal came later in that I told him that I didn't think that- I told him 
that I was going to try to avoid him being involved in the situation, that I would do 
my best to keep him out of what was happening. And I told him that he shouldn't 
mention this to any of his friends, you know. Anyway I subsequently overheard a 
telephone call as I came in whilst he was on the phone. I opened the door and I heard 
him repeating to a friend, I don't know who, what I'd been saying to him. That he 
was being kept out and so on. That's when I felt betrayed. I felt really betrayed 
and...I don't know what else he may have told him...but at that stage I felt hurt and 
betrayed. And I confronted him then, I said I overheard your conversation, you 
know...what I told you in confidence. ’ I don't care, I don't care what you think'. And 
I had to walk away. I was so upset and angry that I had to walk away.
Therapist: Did you feel the same way that you sometimes feel when you get angry- 
with the kid on the motor-bike outside the Wimpy bar or something?
Patient: Well I was angry but not to the point that I was going to do that sort of 
thing. I just felt betrayed. I didn't, I was at a total loss. I really didn't know what to 
say to him. I didn't know how to cope with him from that point onwards. I just didn't 
know how to approach the situation at home any longer. It just seemed to me 
apparent that, at the time anyway, that he had no respect for me at all, ...and that his
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loyalty to his friend and the teacher were greater than his loyalty to me. To a point I 
still feel that is probably the case but I felt it very strongly then and that devastated 
me.
It seem ed apparent
My son had no respect for me
Maybe my son felt it was important to act 
the way he did in spite of his respect and 
loyalties for his father__________________
If a son does something a father deeply 
disapproved of, (or finds offensive) it 
means there are no loyalties or respect 
for father
m
Patient 45
Diagram 45 -  Patient: The Claim is that it seemed apparent (Modifier) that all the 
patient's son's loyalties were with his friend and his teacher. The Data is the events that 
took place in relation to the teacher being prosecuted. The Warrant is that the patient 
feels that his son has no respect for him. The Backing is not verbalised but seems to be 
that if a son does something the father deeply disapproves of or finds offensive, that 
means there are no loyalties with, or respect for the father. There is an Alternative, which 
is not considered by the patient, which is ' Maybe the son felt it was important to act the 
way he did in spite of his respect and loyalties for his father.
The argumentation is one created in order to keep the patient as the victim in the story, in 
other words he has been wronged in the Claim and the Data. The Alternative is not 
considered, because were it to be thought of, it might open up uncomfortable questions 
such as why was it so important for the son to act in the way he did. For instance the 
teacher must have provided the son with something important, which perhaps the father 
should have provided. Persecutory anxiety is very evident and is to some extent 
reinforced by the therapist (his opening comment at the beginning o f  this vignette). There
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appears to be some projection o f guilt, it is the son who is not being respectful, although 
one could argue that the father shows no respect fo r  his son's undoubtedly brave action.
Patient's past material You must have felt very angry and 
betrayed
When a son does this to a father, it is natural 
if the father feels angry and betrayed_______
(CN
Therapist 45
Diagram 45 -  Therapist: The Challenge offered is that from what the patient has talked 
about (Data) it seems he must have felt very angry and betrayed. No Warrant is offered or 
implied. The Backing is not spelled out, but implied in the Challenge, that is 'if a son does 
this to a father it is natural that a father feels angry and betrayed.
The Challenge is based on its Backing and acts in a collusive way with the patient's 
feelings o f  having been wronged. The therapist encourages no new thinking.
8.3.1. Session 15 
Subjective/Intuitive analysis
This was the penultimate session of this treatment. The patient initiates the session by 
talking about having been on a course, and the experience had according to the patient 
been one of ‘being on the outside’.
‘I felt a bit strange really in many ways. But you can see what’s happening and you 
feel right you’ve got to make the effort to fit in here’.
The therapist enquired if the patient had felt in control on the course. This question takes 
the patient via his association to thinking about a friend of his. The friend in question has 
had major health problems; and so has the friend’s wife, in addition these problems had
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lead to marital tension, for the couple in question. The friend's wife has turned to Steven 
for support. Steven felt, however, that in the past he could have done something to help 
his friend but now as a result of the therapy he does not know what the right thing to do
is.
‘But it seems to me I’ve lost something of me um, and in a way I feel its part of being 
here too that had I not come here um I feel that I would have been able to do 
something more about the situation than I’m now able to do’.
The therapist wonders if that makes him angry. The patient responds to this only 
indirectly. There after the patient wonders whether it isn't the friend who needs therapy. 
This seems to suggest the patient is using projection in order to divert his thoughts from 
his own continuing wish for therapy, as at this point Steven’s therapy is about to end. The 
communication also gives pointers to some of the reasons for the feelings of helplessness, 
that i, projection of responsibility.
‘I could have been more helpful had it not been for the therapy’
In other words the blame for the feelings of helplessness now rests with the therapist.
’I suspect he needs the same sort of help I’m getting in truth.’
More thoughts follow regarding other people having a difficult time. This suggests more 
projection. The discussion then turns abruptly, initiated by the therapist, to the patient's 
sex life with his wife. This topic is treated by the patient with some detachment. He is not 
very interested in his wife sexually. Towards the end of the session the discussion turns 
toward the therapy and what it had meant. The patient reflects on his behaviour, he 
expresses his problem in the following manner.
’Yes I can't now...but be in control or not to be in control is not a choice. You’re 
either in control or...if you're out of control in a car with no hands on the steering 
wheel, no foot on the break going who the hell knows where...So I’m not sure that 
um,..I can not, not be in control.'
The son is not mentioned at all in this session.
It seems that this session was an attempt by the patient not to address the imminent 
ending of the therapy. Instead he concentrates on other people in trouble, or in any case in 
greater trouble than he is. In other words projection is used in order not to have to deal 
with the feelings, which the ending may have provoked. The feelings relating to the 
ending may have to some extent been expressed in the beginning of the session, when the 
patient talked of feeling an outsider on a course he had attended.
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The flavour of the session seems to be a denial of neediness and any feelings of sadness 
about the ending of therapy, suggesting that the defences used in this instance can be 
understood as the manic defences.
8.3.2. Argumatics analysis o f session 15
Patient: There was something else I wanted to talk to you about because in a way it 
affects me and in a way it doesn’t but I came back from that on Friday and I have 
another friend who is a doctor and he works down in Rye and his wife phoned and 
spoke to me on Friday as soon as I got back. He about 18 months ago had open heart 
surgery.... bypasses and so he's retired as a doctor of medicine and ...he’s got all sorts 
of personal problems. And as I said his wife phoned and said that he's had a sort of 
minor operation on that and is distressed and he was crying a lot and and breaks 
down at home and has told her that he wants her to leave and get out and go...and 
um I really thought it was a call for help from her. Um now a year ago I would 
probably have said come on now you've got responsibilities, you’ve got commitments, 
stop sitting around and feeling sorry for your self and start being supportive to your 
wife. A year ago, I'm not sure I can do that now. You’ve in a way put doubts to me 
about whether that's the right thing to do. So I now feel at something of a loss. I 
really don't know what to do about the situation and I feel, and I don't know I feel 
quite peculiar about this too in a way that's how I feel about myself and my ability to 
cope with that sort of situation. Over a year ago I could have handled it, not 
necessarily well, but could have handled it and I don't feel that I can now and in a 
way feel that I'm letting her and him down. ..It seems to me I've lost something of me 
um, and in a way I feel it's part of being here too that had I not come here um, I feel 
that I would have been able to, have done something moor about the situation than 
I'm now able to do.
Therapist: Do you feel angry about that?
Patient: It's not necessarily good. It's quite difficult to accept too. I suppose in a way 
it's something to do with my perception of me I seem to be a lesser person because I 
can't handle things any more. In the past supporting a friend, now I feel...
Therapist: Why
Patient: Because I just make supportive noises...
Therapist: This feels to me apart from the actual situation, it feels to me it is about 
the therapy coming to an end.
Patient: Pardon.
Therapist: It feels to me as if it is also about the therapy coming to an end.
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Patient: Yes...I think... All I know is there are two friends there that I'd like to be 
supportive to, I find it very difficult um, and I don't know...I suspect he needs the 
same sort of help I'm getting in truth.
There is a problem with the therapy if 
it leaves me floundering_____________
I don't know how to be helpful to 
my friend
To question the way I have usually 
dealt with things may be ultimately 
helpful
A year ago I could have handled the 
situation with my friend - if it hadnl 
been for you
You have put doubts in my mind 
about whether the way I used to do 
things was the right way
m
Patient 46
Diagram 46 -  Patient: The Claim is that the therapist has put doubts in his mind about 
whether the way he used to do things was the right way. The Data is that he does not now 
know how to be helpful to his friend. The Warrant is that a year ago, the patient felt he 
could have handled the situation with his friend better. The implication is before 
therapy. The Backing is not verbalised, but implied, that there must be some problem 
with the therapy if it leaves the patient feeling like this. There is an Alternative, which is 
not considered by the patient, that maybe to question the way the patient has usually dealt 
with situations like this might ultimately be helpful (lead to better ways of dealing with 
situations).
There appears to be quite a lot o f  anger, towards the therapist. This is most obvious i f  we 
look at the Backing. It appears that the patient is projecting his power to change things 
onto the therapist, and at the same time the responsibility. The patient finds himself once 
again in a helpless position. This is evident from the Claim, Data and Warrant. He 
presents a situation, where the implication is that in some ways he feels worse now at the 
ending o f  therapy. Another way o f looking at it is that the patient feels he is not yet ready 
to stop treatment. Steven’s old coping mechanisms have to some extent been dismantled,
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but he feels he has not got anything else in their place. This suggests persecutory anxiety. 
It also suggests that the patient is desperately trying to deny that the ending o f  therapy 
might be painful. I f  the therapy can be seen as unhelpful, there is no issue about it 
coming to an end'. This constitutes a triumph over the therapist and can be seen as denial 
as a form o f  1the manic defence ’.
Patient's past material It feels to me your feelings are about 
therapy coming to an end
This material, on the penultimate 
session must be related to the 
end of therapy
(ChJ
Therapist 46
Diagram 46 -  Therapist: The Challenge offered is that the therapist feels that what the 
patient is expressing is related to the therapy coming to an end. The therapist does not 
point to any particular Data, but the implication is that the patient's material provides the 
Data. No Warrant is offered. The Backing is not verbalised, but seems to be that this 
material on the penultimate session must be related to the ending of therapy.
The impression is that the therapist is trying to bring in the issue o f  the ending o f  therapy, 
but is not sure, how to tie it to the material. It could have been more successfully linked 
to the patient's Backing. This is an interpretation but as it stands it appears rather 
theoretical.
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My friend needs this kind of help
I worry about my two friends to 
whom I cannot be supportive
If I worry about my friends, I am not 
thbinking about the end of therapy
(W )
P atien t 46a
Diagram 46a -  Patient: The patient ignores the Challenge. The Counter-Claim is in 
essence a repetition of the previous Data, that he worries about not being able to be 
supportive to his two friends. No new Data is produced to back this Claim. The Warrant, 
which is offered, is that his friend needs this kind of help (therapy). The Backing is not 
verbalised, but could be,' if I am worrying about my friends, I am not thinking about the 
ending of therapy’.
In this instance it appears that the patient is hanging on to his story, and ignoring the 
therapist's intervention. The therapist has to repeat his interpretation twice. The need for  
therapy is then located in the friend, a projection, see Claim. So there is a denial o f  the 
ending o f therapy being a problem, and a projection o f the need fo r  (further) therapy 
onto the friend, suggesting a form o f  ‘manic defence ’.
Therapist: I wanted to ask you about, has there been any sexual contact with your 
wife?
Patient: We have hardly any sexual contact but I would say that our relationship 
was very good. I suppose we both accepted each other now. Yes. I don’t mean 
physically or...but I think we’re more comfortable with each other...We don't - it’s 
mainly my problem but um, we haven't had sex for I can’t remember how long...and 
I have to say in truth that I have very little, she has very little sexual attraction for 
me.
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Therapist: You have for her or she has for you?
Patient: I, she hasn't for me. I mean I sort of sit down and, we've been married 
almost 30 years and there is a good deal of familiarity and...so I don't know, maybe 
the desire has just died....We’ve explored most of the sexual avenues if you 
like...together and there doesn't seem to be anything left. She isn't a very imaginative 
person sexually and I don't know it's just like there’s nothing there. Now that’ leads 
me into a bit of a loss in that I do care about her, she has supported me...she has been 
very supportive, so I don’t know about seeking sex elsewhere. First of all I’m not sure 
I perform adequately and so maybe there's a feeling of the unknown there too. But 
the other aspect of it too is that I wouldn't consciously wish to hurt her. So I seem to 
be in a sexual limbo at the moment, which again is quite worrying. I don't really 
want to think that my sex life is finished...but again...Yes I would say that aside our 
relationship is fairly comfortable in general apart from the children and so we don't 
have many.
Therapist: I think it's important not to sort of lose that. You haven't lost it. It's 
waiting to be discovered again so that it can take effect. Now it seems to me a week 
ago it was too threatening to look at, but now trying to look at this, means moving 
into a situation where there’s new strength to control it.
Patient: Well, that would be valid if I could see any strengths there but as I explained 
earlier on you tell me there are strengths there maybe I’ll...
This might mean that I have a problem
My wife is not a very imaginative person 
sexually
Under th ese  circumstances it is only to be 
expected that desire dies
We have been married for nearly 30  
years and there is a great deal of 
familiarity
m
I dont find my wife sexually 
attractive any more
Patient 4 7
Diagram 47-Patient: The Claim is that the patient does not find his wife sexually 
attractive any more. As Data is offered the fact that the patient has been married for 
nearly thirty years and that there is a great deal of familiarity between him and his wife.
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The Warrant is that the patient feels his wife is not a very imaginative person, sexually. 
The Backing is not verbalised, but implied, that under the circumstances outlined (having 
been married for a long time etc.) it is only to be expected that desire dies. The 
Alternative is not verbalised or considered but could be that all of this means that the 
patient is having a sexual problem himself.
This is a communication in response to the therapist’s question. It is an admission that 
there are sexual problems, however they are seen as either a consequence o f  a long 
marriage or as the wife's fault'. This represents a projection onto the wife o f  anything 
that may be wrong, see Warrant.
Maybe the patient has got a deeper 
sexual problem___________________
Your sexuality is only waiting to be 
rediscovered
A week ago it was too threatening 
to look at
The fact that you are able to look at it 
means there is new strength
The patient only needs to look at and 
think about his sexuality and he'll be OK
(Ch)
Therapist 47
Diagram 47- Therapist: The Challenge is that the patient's sexuality is only waiting to 
be rediscovered. The Data is not quite clear, but the therapist feels it is significant that 
only a week ago the patient found his sexuality too threatening to look at in therapy. As 
Warrant he offers the fact that the patient is now able to look at it, meaning according to 
the therapist that that there is now new strength. The Backing is not verbalised, but seems 
to be an assumption that the patient only needs to be able to look at his sexuality, and this 
will make it OK. The Alternative is not mentioned, that is, possibility that the patient has 
got deeper sexual problems.
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In this section the therapist opens up the issue o f the patient's sexuality. It seems the 
patient reluctantly responds, but is not really looking at his own feelings, instead he 
rationalises and projects any possible problems onto his wife. The therapist, does not 
exactly collude, but offers instead something like reassurance, (see Challenge) that this is 
not a big problem. There is no exploration o f the feelings.
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8.4. Rotated Histogram showing changes in the patient’s preoccupations over time
Changes in the patient’s preoccupations from sessions 1,2, 7, and 15 are mapped onto the 
rotated histogram below
Steven
Session
The variables in this histogram are as follows: The first column (1) is a catchall category. 
The second column (2) shows the number of statements indicating self-reflection. The 
third column (3) shows the number of statements indicating that the patient is ignoring 
the therapist’s statements. The fourth column (4) shows the number of statements 
indicating that the patient is acknowledging the therapist’s statements. The fifth column 
(5) shows the number of statements indicating some awareness of others. The sixth 
column (6) shows the number of statements indicating a negative worldview or negative
Frequency
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statements. The seventh column (7) shows the number of statements indicating a positive 
worldview or positive statements. The eighth column (8) shows the number of statements 
expressing hostility towards Steven’s son. The ninth column (9) shows the number of 
statements referring to concern for Steven’s son. The tenth column (10) shows the 
number of statements referring to concerns about self-control.
There were only a few noticeable changes in Steven’s preoccupations. Both hostile 
references and also statements expressing concern for the son disappeared by the end of 
therapy. Statements indicating anxiety about self-control decreased.
8.5. Independent Psychoanalytic Assessment of Steven (Session 1)
The feelings he conveys in this session are frustration, anger, violent wishes and 
suspicion. These feelings combined with his homosexual anxiety, seemed to me to make 
for a paranoid atmosphere. He seems to believe he is not at risk, although it is hard to 
think from reading the interview that he is not; he does appear to fear losing his job.
The interviewer keeps his own feelings and those in the interaction quite reasonable, 
which is both understandable, and which the client himself is able to co-operate with. 
Should the relationship in the room intensify, I suspect that the feelings of 
reasonableness, would inevitably collapse, and give way to paranoid, perhaps even 
dangerous elements.
One key point of the session is conveyed in what Steven quotes as having said to Dr P. 
I’m not hurt, I’m in a mess”. One question might be; could Steven tolerate a relationship 
in which the task was to understand the sort of mess he is in. He shows in his 
descriptions of incidents in which he has used violence, that his violent feelings are 
internal. As things stand, he seems potentially dangerous, because he uses external 
pretexts to produce an opportunity to channel his violent impulses.
Comment: The independent assessment focuses on the frightening anxieties expressed by 
Steven. He fears losing control of himself. He fears the nature of his feelings. There is 
some reference to the fact that the therapist is not in this session challenging Steven to 
think about his feelings more deeply.
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8.6. Summary of Steven
Steven has entered therapy as a result of being overwhelmed by feelings of anger and 
frustration. The trigger for these feelings is described in his psychotherapy assessment 
(see appendix 1) as connected to discovering that his son had had a homosexual 
relationship with his teacher. In the pre-therapy interview (see appendix 3) there was very 
little reference to his son, but several references to physical violence.
The therapy focused on trying to make Steven feel better about himself. References to 
Steven’s son, either hostile or caring ones disappeared towards the end of the therapy. It 
is not clear if Steven just decided not to think about his son or if he felt better about him. 
Also references to violence or fear of violence decreased.
In the post-therapy interview Steven said that he felt ‘more relaxed’, but felt that he did 
not think the relationship with his son had changed.
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9. Results: Carol
This chapter introduces the sixth of the subjects. Included in this chapter is a short 
background to the patient. A subjective/intuitive analysis of selected sections of this 
patient’s therapy sessions and a detailed argumatics analysis of session one was carried 
out. The text in bold is the verbatim interaction between the therapist and patient. It often 
contains repetitions, hesitations and clumsy language. These have been kept to retain 
authenticity of the therapy process. Included also is a rotated histogram showing changes 
in the patient’s preoccupations as expressed in four selected session from the beginning 
and the middle of therapy. An independent assessment of session one by a senior Kleinian 
psychoanalyst is included and discussed. Finally a summary of all the presented material 
is included with reference to the pre-therapy interview conducted with the patient for the 
purpose of this research. Carol was not available for a post-therapy interview. A 
transcripts of the before therapy interview can be found in appendix 3. Notes on Carol’s 
initial psychotherapy assessment can be found in appendix 1. The interview schedules 
used for the before and after interviews can be found in appendix 4. The complete 
transcripts of the recordings of Carol’s sessions of psychoanalytic psychotherapy are 
available on the CD-rom, appendix 5, available from the author on request. Included is 
also additional material used in Cognitive analytic therapy, in Carol’s case the therapist’s 
reformulation of Carol’s situation.
9.1. Carol
This patient was undergoing cognitive analytic therapy. Only one session, the first one 
was analysed in detail as this showed this patient’s typical functioning.
Carol is a woman in her mid-thirties at the time of the therapy. She grew up in an 
ambitious Jewish family. Her parents were ambitious, both in their own professional lives 
and for their children. Carol was no more than averagely successful at school. She 
reported that she had suffered from low self-confidence for as long as she could 
remember. At fifteen she had developed anorexia nervosa.
The distress, which Carol had displayed when she was younger was according to her 
largely ignored by her parents. She never received any professional help for her eating
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disorder. Her mother felt she needed to eat more sweets and chocolate, and bought these 
for her frequently.
In spite of her difficulties, Carol did eventually qualify as a solicitor. She did a law degree 
at a Polytechnic university, and her articles at her father's law firm. She had at the time of 
therapy only practised as a solicitor for six weeks.
Carol married a Dutch man in her mid- twenties, with difficulties of his own. Her 
husband had also suffered from low self-esteem. He was a chef by training, but worked 
infrequently and drank too much. The couple have three children. The first child was 
bom with severe mental and physical handicaps. Carol claimed that the handicaps were 
caused by medical negligence during the birth.
The marriage had been rocky from the beginning. The birth of the children added to the 
stress in the marriage. Carol and her husband had tried to live in Holland but Carol felt 
too unhappy there and returned, initially without her husband, with two of her children. 
Her husband had recently joined them in England. Carol tried initially to care for her 
handicapped daughter herself, but when the other two children were bom, she found it 
too difficult. The handicapped child is cared for in an institution in Holland.
Carol appeared fairly immature and very dependent on her parent’s approval. She was in 
particular dependent on her mother's opinion. At the same time she was very angry with 
her mother about how she felt her mother had treated her in her childhood. She has had a 
couple of attempts at therapy before for post- natal depression after the birth of her third 
child. This time her GP had suggested further psychotherapy, because Carol suffered 
from strong guilt feelings about having left her first child in an institution in Holland.
Therapy
The patient clearly appreciated the opportunity to talk about herself. She frequently 
mentioned that she felt she needed much encouragement, which the therapist often 
provided. The sessions were dominated by persecutory guilt, she felt guilty about almost 
everything. In fact she gave the impression that she took on inappropriate guilt, to such a
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degree that it could not really be thought about. At the beginning of therapy, she started 
her first job since the birth of her children. This job, a clerical job caused her much 
anxiety, and further guilt, as she had to leave her children in the care of someone else. 
Carol continued to have an eating disorder, she was now overweight and binge ate. Carol 
felt that this arose as a result of her mother's attempt to 'cure' her anorexia with sweets.
The eating problems were interpreted as the patient's attempts to fill the gap caused by 
feeling that she was an unloved child. In the supervision group it was also felt that the 
Carol had developed a fear of success. To fail was seen as her way of asserting herself in 
relation to her parents. At the same time Carol had a great need to please her parents.
The therapist tried to get the patient to explore the nature of her anger towards her 
parents. It was felt that Carol's tendency to shout at her children was a displacement of 
this anger. The issue of Carol’s poor emotional separation from her parents became the 
focus of the therapy. Issues relating to Carol's feelings about her children and in particular 
her feelings about her handicapped daughter were explored less.
The therapy consisted mainly of the therapist trying to provide emotional support and 
encouragement. Very little challenging of defences took place. The interaction between 
the patient and therapist had a curious quality, namely that the patient and the therapist 
followed a different agenda. The patient tended to ignore the therapist's intervention and 
in a parallel fashion the therapist discussed the patient's dilemma from a rather 
‘theoretical’ standpoint. Little seeking of new meaning of the patient's actual presented 
material took place.
9.2.1. Session 1 
Subjective/Intuitive analysis
The session was introduced by the therapist enquiring about the patient's week. The 
patient gives a description of how she has felt in her new job
‘I was sometimes feeling that I was doing reasonably well and at other times feeling 
very stupid and inadequate when they asked just simple things which I found 
difficult...and not quite knowing what was expected of me’.
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This vignette gives a flavour of the kind of feelings preoccupying the patient a lot of the 
time. The persecutory nature of the feelings is already present in this section. The 
discussion continues with thoughts about her children, and how bad she feels, as she has 
to leave them in the care of an au-pair. This in turn leads to associations about her 
mother.
‘But I still because of my childhood when I feel that I was terribly neglected because 
my mother found work very important and stimulating, and I think that's why if I 
start to enjoy my work I feel guilty...’
The guilt is dealt with by a projection onto the mother. However this leaves the patient
with a dilemma, she must not enjoy her work, because she feels the projection might
return and she will feel that she is like her own mother a 'bad mother’. Carol relates a
recent row with her mother about Carol's daughter's reading difficulties, as follows.
‘...my mother had been doing something with her and she turned around to me 
afterwards and she said Joanna has got a reading problem. And I got very angry 
with her that she wasn't to put her down in any way and that she wasn't to do to her 
what she dared to try to do to me’.
It seems the patient is angry about what she feels her mother did to her, and less about 
what was happening to her daughter.
The session continues with Carol describing several bitter memories from her childhood, 
when Carol had felt she was badly treated by her mother. Carol does however recognise 
that she feels very dependent on her mother at the same time. She feels that she cannot 
make any decisions without discussing it first with her mother. She admits that this 
tendency has caused friction in her marriage. This angle is not, however, explored further. 
To explore it further would lead the discussion towards Carol's contribution to her 
difficulties, therefore it isn't surprising that she returns to her anger with mother. The 
session continues in the same way throughout.
The direction of the session was largely determined by the patient, at the same time the 
therapist did encourage this type of thinking. The patient was displaying persecutory 
anxiety, all feelings were experienced in a persecutory way. Somebody needed to be 
blamed all the time, sometimes the patient herself, although she could not tolerate these 
feelings for long. The blame was quickly projected onto the mother. In essence a situation
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was created where things could not be thought about. For instance it was not possible to 
think about whether her children were really suffering, and if so how might Carol be able 
to alleviate the children’s difficulties.
9.2.2. Argumatics analysis o f session 1
Patient:....I just kept making so many mistakes and felt so bad that I just quit and 
sort of run away and I think that's quite a common thing in me, that if I can't cope 
with the situation I just up and run.
Therapist: Mmm... so you feel very anxious-
Patient: Yes.
Therapist: You have to cope with, with the anxiety which will immobilise the action 
and one tends to feel it is a bit like an exam, and examinations, you might have 
studied very well then sitting to answer all these questions and then fail to 
understand what the question means eh...?
Patient: It also um is quite a lot of adjustment for me at this time because of going 
out to work er... I have mixed feelings about working. I want to work and I enjoy 
being busy in work but I feel guilty because I feel this week that I haven't been able 
to give enough time and attention to my children and I feel torn between the two. I 
haven't really seen my little girls at all. I think that they are coping quite well with 
it. They don't seem to be at all miserable. The middle one is a bit...and she's tending 
not to go to sleep very well during the week. She's been sort of staying up or getting 
out of bed until about nine a clock and wanting to talk to me to make sure that I'm 
there and I'm still with her, which I understand. And the young one just seems to be 
OK, she takes most things in her stride.
Therapist: Mmm...
Patient: And er... I think that we made quite a good decision. It's quite difficult 
because my husband being a chef he goes out to work about half past three in the 
afternoon so there was a period of time between three- thirty and getting home from 
work when there was nobody to look after the children and from financial necessity I 
had to work full time so I tried earlier on to have childminders and it hadn't worked 
out at all well and I felt the children suffered as a result. So when my husband came 
over at the beginning of September to...he suggested that we got an au-pair and I was 
a little bit nervous because I had a lot of experience of au-pairs in my childhood and 
they weren’t always good ones and they tend to be coming and going. But I decided 
we would try it but we would have somebody who would be there just to look after 
the children we, not to do housework or anything like that, or very little. And we got 
a girl and all I really asked her to do is to look after the children and I think she's 
doing really well. She's very kind with the children and I think that at the moment 
this situation is going to work out well. But I still because of my childhood when I
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feel that um I was terribly neglected because my mother found work very important 
and stimulating and I think that's why if I start to enjoy my work I feel guilty.
I have to say something which makes 
the patient feel less persecuted
You have to cope with the anxiety 
which immobilises action
You feel like you might have stucfced 
wefl tor an exam and then you fail to 
understand the question
(Ch)
Therapist 48
Diagram 48 -  Therapist: The Challenge is that the therapist feels the patient has to cope 
with anxiety, which immobilises action. It is not clear on what Data the therapist bases 
this Challenge on, which in any case is less of a challenge and more of an attempt to 
name something the patient is trying to talk about. The Warrant is in the form of an 
analogy, 'You feel like you might have studied well for an exam and then you fail to 
understand the question’. The Backing is not verbalised, but seems to be a belief that the 
therapist has to do something to alleviate the patient's feelings of persecution.
It seems that the therapist responds to her own anxiety. It seems too unbearable for her to 
dispassionately listen to the patient's story, this seems evident from the Challenge and the 
Warrant. The therapist appears to be involved in a kind o f  ‘reframing ’ o f the patient’s 
situation. It seems that the therapist has a need at this point in time to be seen to be a 
'good therapist' and she says what she believes the patient will find  soothing. She may act 
in this way possibly as a result o f  the pressure she experiences from the patient. The 
therapist is acting out, amplifying the patient's feelings o f helplessness.
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Patient 48
( W l )
m )
My husband and I made a good 
decision to get an au pair
Childminders were no good 
so  I stopped using them
There could be concern about the 
children's welfare
My children are coping very well with 
me working
Except my middle one d oes not sleep  
well during the week
I am a concerned mother, unlike my 
own mother, so  If I make arrange­
ments carefully they are good
The au pairs I had as a child 
weren't always good, but the 
arangements I've made for my 
child are good________________
Diagram 48 -  Patient: The Claim is that the patient feels that although she is working 
her children are coping well. A Qualifier is added, that this is true with the exception of 
her middle child who does not sleep well during the week (when she works). The Data 
for this Claim is that, this is the case because she and her husband had made a good 
decision in getting an au- pair. The Warrant curiously is that the au-pairs she had as a 
child weren't always good but in contrast the arrangements she has made for her own 
children are good. A further Warrant is offered, which is that she had also tried 
childminders but found them no good so she stopped using them. The Backing is not 
verbalised, but is implied, that is, the patient is a concerned mother. If she makes careful 
arrangements they are good, unlike her own mother (who made bad arrangements). The 
Alternative that there could be real concern about the children’s well fare is not 
mentioned.
The patient is, in a rather contradictory manner trying to argue that she is a good 
mother, and importantly, better that her own mother. The uncertainty is obvious from the 
Qualifier, the Warrants and from the fact that the Alternative is not mentioned. This
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could be seen as part o f the process o f convincing the therapist o f  her position, and that 
she does not willingly want to consider another position. This is a denial o f anxiety and 
projection o f  the notion o f 4 the bad mother ’ onto her mother (see Claim and Warrant).
Patient: ...my mother was very critical and I said to her, ’Why is it that you can’t say 
look, you’ve done well or you've managed this well?’ She said, ‘I don’t need to say 
that to you. It's not necessary. And I thought that was very unkind of her.
Therapist: Mmm.... Yes because it seemed you have learned a lot of skills. But you 
needed to when you were growing up to have this reassurance, because I think that 
when a child does something you know children of two or three, they do something 
entirely wrong ’Look Mummy what I have done’ and mother is a mirror I feel, in a 
way and er... it’s very, this rapport is very important.
Patient: Well I had a, an argument with my mother recently. Um my little girl who’s 
the middle one, she's six, going on seven and she...is learning to read at school, in fact 
she's been learning for about a year because we were living in Holland before and 
they don’t start reading so early as they do here.
Therapist: Yes.
Patient: And so she was, I don’t think you can say behind but she started later than 
other children so she's perhaps not quite as advanced as some of them are and er... 
I’ve been doing reading with her. Every evening I tend to try and read a book with 
her and I think she has come along reasonably well and I spoke to her teacher 
regularly in... last year and um just a few weeks ago, half-term I spoke to her teacher 
about it and she said that Joanna was doing reasonably well that she could read but 
she didn't always concentrate very hard and um then we were at my mother’s, 
staying overnight and my mother had been doing something with her and she turned 
round to me afterwards and she said that ER... Joanna has got a reading problem. 
And I got very, very angry with her about that and I told her that she wasn’t to put 
her down in any way and that she wasn't to do to her what she dared to try to do to 
me and um we really had a really bad row about it. Um I was trying, whatever she 
does I try to, to make the most of whatever she is doing with Joanna-
Therapist: Yes
Patient: I know that she is doing well, I’ve tried to monitor her progress properly
with the teacher, which is the best I can do. And ER she said she was... she was
in need of some kind of help because she was behind in her reading and that she... 
needed some special tuition, and I just got so mad because that is so typical, that she 
feels you're underachieving or that there is something wrong. She did that a lot to us 
as children. We never, academic achievement was very important to my parent's for 
their own reasons. I think partly because of their being Jewish, that was very 
important to them, Jewish people, to do as well as possible. And secondly because my 
mother when she was at school um was very bright but because of various 
circumstances wasn’t able to go as far as she wanted to. To go to university and that
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sort of things and she's always felt um that she missed out on that and so she pushed 
my sister and I extra hard to make sure that we were able to get the things that she 
herself hadn't been able to have, really that we were going to achieve what she 
hadn't been able to achieve herself or what she wanted for us, anyway.
Mother feels my daughter has got a 
reading problem
Mother used  to put me down when I 
w as a child (like now my daughter)
My mother is very critical, sh e  never 
says you've done well
I am failing; I had problems as a child, 
and b ecau se of that I now face 
problems a s  a  mother
Mothers who value academic 
achievem ent and have high expectations 
are damaging to children
P atien t 4 9
Diagram 49 -  Patient: The Claim is that the patient feels that her mother is very critical. 
She never says anything like ’well done'. The Data is that the patient's mother feels that 
the patient's daughter has got a reading problem. The Warrant is that the patient feels that 
her mother used to always put her down, like she now feels that she is doing to the 
patient's daughter. The Backing is not verbalised, but is implied, that someone who values 
academic achievements and has high expectations is damaging to children. The 
Alternative idea that she now faces problems as a mother and that these might be related 
to her problems in the past, is not explored.
The patient is constructing an argument, trying to convince her therapist that her mother 
was a 'bad' mother and now a 'bad' grandmother. This is a projection o f  the idea o f  ‘bad 
mother ’ onto her own mother (see Claim and Warrant).
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A mother should act a s  a mirror
Mothers who value academic achievements, 
or have high expectations are damaging
m
T h erapist 4 9
Diagram 49 - Therapist: The Challenge is that the therapist feels that it is very 
important for a mother to be reassuring when the child does something wrong. The Data 
is referring back to the patient's communication, but is essentially an agreement that what 
the patient's mother had done was unkind (i.e. suggesting that the child might have a 
reading problem). The Warrant is a statement that the mother should act as a mirror. The 
Backing is more or less the same as the patient's, that is, mother's who value academic 
achievement or have high expectations are damaging.
The therapist is colluding with the patient. It is not clear where the Warrant fits  in, in this 
context. However it seems that the therapist is attempting a kind o f mirroring. There is no 
real Challenge or encouragement to explore in this communication. It appears that the 
therapist is being put under some pressure, perhaps as a result offear o f  aggression from  
the patient, or the therapist wants to avoid being experienced as a 'bad’ therapist. This 
would constitute a repetition in the transference o f  the issue o f ‘the bad mother ’. It might 
have been more helpful for the patient to be given an opportunity to explore what having 
a 'bad mother/therapist' might be about.
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I know better than my mother
My daughter is not "behind* in readingI have monitored her progress 
with the teacher
S he started to read later than other 
children and is som etim es not 
concentrating very hard
My daughter may have a problem I 
don't want to see , maybe my mother 
is being helpful - criticism should be 
heeded
m
Patient 49a
Diagram 49a -  Patient: The Claim is that the patient feels that her daughter is not 
behind in reading. The Data is that the patient has together with the daughter's teacher 
monitored the child’s progress. The Warrant is that (it may seem as though she is behind 
because), she started to read later that the other children, and she is not concentrating 
very hard. The Backing is not verbalised, but implied, that is, she the patient knows better 
than her mother. The Alternative, which is not considered, is that maybe the daughter is 
actually having a problem, which the patient does not want to recognise, and maybe her 
mother is actually being helpful.
This is a curious communication, as it is not really addressed to the therapist, it is more a 
dialogue with her mother, encouraged by the therapist's collusion. It is not surprising 
that the Alternative is not considered. The defensive process is deeply splitting, the 
mother is seen as all bad, and the patient is the concerned mother. The bad feelings are 
projected onto the mother. This can be deduced from the Claim, Data, Backing and from  
the context. The therapist is in this instance strengthening the defences.
Patient:.... From eating far too little then I just started stuffing myself and thought 
what a nice idea it was. I think it was Christmas time, I’m pretty sure it was, and she 
bought me some of these Christmas, a Christmas pack and I started just to guzzle 
that and I, that idea still gives me, I still enjoy that.
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Therapist: So your parents and your mother especially, she has great power. It 
seems like you have no will of your own. If she, with father you slim and you become 
anorexic and with mother you started to want to treat yourself. She buys you sweets 
and starts you on and carry on bingeing after or whatever. It's very extreme, it’s like 
everything they say or they do has a very extreme effect on you.
Patient: Mmm...
Therapist: What about you, do you affect a lot of people in your family. Are you a 
powerful person.
Patient: I don’t think so, I don’t think so. I think I grew up with this feeling that I 
was not a very nice person from very small. When I was at school I found it very 
difficult to make friends. I can remember in school reports when they were saying... 
it said that I found it very difficult and I was a very unpopular child. And um I think 
that has continued all through my life. I feel that people don't like me, that I’ve said 
the wrong thing and that's put people off, that there is something lacking in my 
personality which puts, which makes it so that people don't want to have contact 
with me. The people that I feel most comfortable with are my children because I 
know we’ve got a good relationship.
Patient's material
Your mother starts you off on a binge
The patient's parents are responsible
Why cant the patient free herself 
from parental opinion
Your parents, especially your 
mother, had a great effect on you
<P)
m
(Ch)
T h erapist 5 0
Diagram 50 - Therapist: The Challenge is, ‘ your parents, especially your mother, had a 
great effect on you’. The Data is the patient’s presented material. The Warrant is that it 
was the patient’s mother who started her off on a binge. The Backing is not verbalised, 
but appears to be that the patient’s parents are responsible for the patient’s difficulties.
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The Alternative is that, the issue is now that the patient cannot now free herself from, her 
parent’s opinion.
The therapist is colluding with the patient that the responsibility rests with the patient's 
parents and not with her. The therapist is strengthening the patient's tendency to use 
projection to maintain splitting. This is evident from the Challenge, Data, Warrant and 
Backing.
wasn't popular
I grew up with a feeling of 
not being a nice person
I have a good relationship with my 
children, and it works
With significant others I am OK so  I 
must be OK at the core
I found it difficult to make friends 
at school
People don't like me because I say the 
wrong things and that puts them off - 
(so I have a problem that makes me 
unpopular)
m
P atien t 50
Diagram 50 -  Patient: In response to the therapist’s question of whether she felt she was 
a powerful person, the Claim is that the patient found it difficult to make friends at 
school. The Data is that she wasn’t popular, with a Qualifier I grew up with a feeling that 
I wasn’t a nice person. The Warrant is that she does feel that she has got a good 
relationship with her children. The Backing seems to be that in spite of her feelings about 
herself she must be OK at the core as with significant others she is OK. An Alternative is 
beginning to be verbalised, she says she feels people don’t like her as she says the wrong 
things. The implication of this is not spelt out but could be that the patient has got a 
problem and that makes her unpopular.
The patient has been encouraged into more defensive thinking by the therapist. She is 
nevertheless trying momentarily to bring out some o f her anxieties, however denial is
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immediately resorted to in the Warrant. There is some awareness that something might be 
wrong in the Claim, but at the same time the possibility that something 'big' might be 
wrong is denied.
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9.3. Rotated Histogram showing changes in the patient’s preoccupations over time
Changes in the patient’s preoccupations from sessions 1, 5, 6, and 8 are mapped onto the 
rotated histogram below
Carol
10 Frequency
The variables in this histogram are as follows: The first column (1) is a catchall category. 
The second column (2) shows the number of statements indicating self-reflection. The 
third column (3) shows the number of statements indicating that the patient is ignoring 
the therapist’s statements. The fourth column (4) shows the number of statements 
indicating that the patient is acknowledging the therapist’s statements. The fifth column 
(5) shows the number of statements indicating some awareness of others. The sixth 
column (6) shows the number of statements indicating a negative worldview or negative
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statements. The seventh column (7) shows the number of statements indicating a positive 
world- view or positive statements. The eighth column (8) shows the number of self- 
critical statements. The ninth column (9) shows the number of statements relating to 
control issues. The tenth column (10) shows the number of references made to Carol’s 
handicapped daughter.
There is very little change in any of the variables listed above. There is a slight decrease 
in self-critical statements.
9.4. Independent Psychoanalytic Assessment of Carol (Session 1)
The woman presents a complex clinical picture, with the sorts of complications typical of 
the anorectic. She conveys great conflict between the need to achieve in work and 
feeling of guilt about her personal and family life. However, she conveys that although 
she is in conflict she can barely face her conflict, and also has difficulty in facing guilt. 
Fortunately she has attained some recognition of how her hatred of guilt drove her to beat 
her children.
She presents her mother as always criticising her and never offering her ordinary 
encouragement. Even if true, and it may be, it disguises Carol’s hatred of criticism, and 
her hatred of having to face the reality of problems. The interviewer keeps everything 
very reasonable and so is, in this interview, seemingly unaware of how she is being 
controlled and being made to offer re-assurance. The woman describes how she controls 
her object into telling her she is doing right - when it may not be true. To break free of 
her control and present her with reality or real criticism will incite her rage and hatred. 
Some picture of this is provided by her description of father, who like her evades and 
withdraws, and cannot bear to be shown the truth of what is wrong (i.e. in the photo). He 
also produces rages or tantrums.
Internally she is very dissatisfied and this often combines in her with cruelty and greed 
making for the self-destructiveness of anorexia. I suspect that she not only has a distorted 
and confused body image, but also distorts what she hears to be in line her harsh and 
cruel super-ego.
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Comment: The independent assessment focuses on this patient’s conflict between being a 
mother and going out to work. It highlights her hostility towards her own mother. It also 
picks up the collusive nature of the interaction between the patient and therapist. The 
patient cannot bear to hear anything else said except ‘supportive’ things about herself.
9.5. Summary of Carol
In the pre-therapy interview Carol described in detail the circumstances around the birth 
of her handicapped daughter. She felt it was the hospital’s fault. She also described both 
her relationships with her mother and her husband as very unsatisfactory.
In the therapy Carol presents in a vulnerable yet controlling, manner. The argumatics 
analysis shows how she engages her therapist in her world-view, that her difficulties are 
someone else’s fault. The histogram shows that there is very little change over the 
sessions. Carol did not want to be interviewed after the ending of her therapy.
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10. Results: Andrew
This chapter introduces the seventh of the subjects. Included in this chapter is a short 
background to the patient. A subjective analysis of selected sections of this patient’s 
therapy sessions and a detailed argumatics analysis of sessions one only was carried out 
because this session showed the typical functioning of this patient. No new information 
would have been gained about the mechanisms employed by analysing further sessions in 
detail. The text in bold is the verbatim interaction between the therapist and patient. It 
often contains repetitions, hesitations and clumsy language. These have been kept to 
retain the authenticity of the therapy process. Included also is a rotated histogram, 
showing changes in the patient’s preoccupations as expressed in four selected session 
from the beginning, the middle and the end of therapy. An independent assessment of 
session one by a senior Kleinian psychoanalyst is included and discussed. Finally a 
summary of all the presented material is included with reference to the pre-therapy 
interview conducted with the patient for the purpose of this research. Andrew refused to 
be interviewed again after the ending of his therapy. The transcripts of the pre-therapy 
interview can be found in appendix 3. Notes on Andrew’s initial psychotherapy 
assessment can be found in appendix 1. The interview schedules used for the before and 
after interviews can be found in appendix 4. The complete transcripts of the recordings of 
Andrew’s sessions of psychoanalytic psychotherapy are available on the CD-rom, 
appendix 5, available on request from the author.
10.1. Andrew
Andrew was undergoing brief psychoanalytic therapy. The material from session one was 
analysed in depth.
At the time of his therapy, Andrew a homosexual musician was in his thirties. He sought 
therapy because of relationship problems. His relationship of fourteen years, to an older 
priest was breaking down as a result of Andrew having fallen in love with someone else.
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It was difficult to ascertain any details of the patient's childhood. He came from a 
working class background. His father was Polish. He had an older brother, who was 
adopted by his family. When asked, Andrew described his childhood as uneventful.
It was notable that Aiidrew found it difficult to discuss his past, because of the feelings of 
shame that he felt about his origins. He found his parents 'common' and embarrassing. At 
the same time he felt some guilt about these feelings. In addition Andrew felt that he 
wasn’t somehow good enough, and he felt trapped and sad. These feelings related mostly 
to his sexual practises.
Andrew was in the habit of visiting public toilets, in search for casual encounters. The 
habit had arisen according to him, because he wasn't able to enjoy sex with his long-term 
lover.
Andrew had never been sexually involved with a woman, although he claimed that he 
once was in love with a girl, who rejected him. He discovered that he was homosexual 
after a chance encounter in a public toilet when he was twelve.
Therapy
Andrew was initially assessed more than six months before a therapy vacancy became 
available. He started his therapy feeling angry, and suspicious. He was noticeably 
concerned about his sessions being taped. He expressed anxiety about confidentiality In 
fact he gave an impression of somebody much troubled by persecutory anxiety and even 
paranoid feelings.
When the therapy eventually started the new love in Andrew’s life was fading. The old 
relationship was continuing in so far as Andrew was still sharing a house with his 
previous lover. One of Andrew’s lovers had at this point fund himself another boyfriend, 
so now Andrew felt jealous in addition to the feelings of shame and guilt which he 
connected to his sexual practises.
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In the early sessions the discussion centred very much on Andrew's sexual difficulties. In 
fact he filled the sessions with thoughts about sex to such an extent that the therapist felt 
that the talk of sex acted as a defence against something else. The focus of the treatment 
was to try to steer the patient into thinking about his relationships in a more complex
way.
During the sessions it emerged that the patient was in fact very frightened of rejection. He 
worried that his lovers would find him unattractive etc. In fact he felt that these feeling 
were one of the reasons why he tended to choose older men as lovers. Even during 
treatment it was very difficult to explore Andrew's childhood. He did however wonder 
during one session about what might have caused his homosexuality. He wondered 
weather his father might have sexually interfered with him, although he had no memory 
of anything like this. What Andrew did express on several occasion, was how he despised 
his parents.
The relationship to his male therapist was apparently following the pattern of his other 
relationships. Initially there was great excitement, but towards the end of therapy, the 
therapist was no longer seen as interesting.
Andrew felt great relief, as he was not being criticised about his sexual practises, by the 
therapist. It led to some trust developing between patient and therapist, which enabled 
some deeper exploration. This exploration centred on the feelings of fear of rejection, in 
particular in relation to the patient's long term lovers. Intense desire to tiy to sort out this 
relationship emerged, but finally feelings of despair surfaced, as it was far from clear 
weather this relationship was viable.
The patient's initial preoccupation with sex was understood as his attempt to keep 
feelings of fear of rejection and hopelessness at bay. Towards the end he was able to talk 
a little about his feelings about his parents. He lived in fact in constant fear of their death. 
Andrew found it difficult to work on the ending of therapy, and it seems the end was 
again experienced as another rejection, which, needed to be defended against. The 
defences most in evidence were, projection and denial. There was a lot of persecutory
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anxiety, reaching paranoid levels at times. However, as it became clear that what was 
defended against was an awareness of anybody’s importance in the patient’s life, some of 
the patient’s defensive strategies could be located as lying somewhere towards the 
depressive position, and the defences presented could be seen as manic defences.
10.2.1. Session 1
Subjective/Intuitive analysis
The session starts with some discussion about what could usefully serve as a focus for the 
sessions to come. The therapist points out that the two assessment session had been very 
much about sex and very little else, thus he suggests that they should look at the 'wider 
aspects of the mind, and other difficulties in relationships’.
The patient responds by saying that to him the sexual side rather dominates, and he goes 
on to give examples.
‘Um so going to a strange town now would sort of go round libraries and take an 
interest in the town but there would always be at the forefront of my mind you know, 
where are they(public toilets)’.
On prompting from the therapist the discussion moves to how the patient feels in his 
more permanent relationships.
‘I just wanted to be there and it was very difficult and I had to tear myself away and 
leave him, it was terrible, I used to dread leaving the flat and having to go out to...it 
was awful’.
Some of the underlying fear of separation is expressed. The session continues by the 
patient thinking about what his relationships mean to him. His recent shorter love affair is 
fading somewhat, and the patient feels that after all he has got more in common with his 
long- standing lover, with whom he still lives. Andrew then remembers what it was like 
when he first met his long-standing lover. Great emphasis is laid by the patient on having 
been young and desirable and on how important if felt when this older man fell in love 
with him. The therapist is picking up the theme that being desirable seems to be an issue. 
The patient responds by,
‘Um I would be lying if I said I didn't want to be desirable. On the questionnaire that 
I filled in, one paragraph said I'm fat and balding. I can’t do anything about the 
balding...the fat side...I have lost an awful lot of weight and gone back to where I was 
when I was when I was twenty one but I can't do anything about hair. So yes of
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course I want to be desirable. I don’t like being -  er.... find myself physically 
unattractive. It’s not very pleasant being rejected but you know, that’s just 
something you have to grow up about’.
In this vignette the patient is showing some of his insecurity, and the underlying fear of
rejection. The issue about rejection is clearly a difficult issue for the patient. This
becomes clear as the therapist tries to explore further what happens in the patient's
relationships. Andrew tells his therapist that he finds it difficult to be faithful to one
person. Something happens fairly soon in a relationship which makes him lose interest.
‘I’m only rejecting Sandy (new lover) physically, I'm not actually rejecting him. I 
just don’t want him any more - the need doesn’t really arise anymore’.
This sentence is a denial of the patient's rejection of his latest lover. At the same time a 
projection of who is to feel rejected has taken place.
Some discussion about what relationships the patient has had with women takes place, 
however without much thought. Finally the patient turns to his therapist as he feels he is 
not sure if he is on the right track.
‘I hope that perhaps you might be able to say something (laughter) to put me on the 
tracks again, on the railway line’.
Some insecurity is expressed about the relationship with the therapist. The session ends 
with a discussion about this comment. The therapist is drawing parallels with what 
happens in the patient's relationships, when initially the love object is idealised, and seen 
as someone to contain Andrew, and prevent him from feeling out of control.
10.2.2. Argumatics analysis o f  session 1
Therapist: But that still figures quite strongly now. Because I feel to some extent you 
feel, or at least the impression you have given me is that you feel that you've 
regressed back to square one with sex.
Patient: Er... yes, I think I have gone back to square one. Going out sex always 
comes winging, often winging to the forefront, just sort of sitting on the tube or going 
from A to B. It’s very peculiar.
Therapist: This is what I was trying to get at earlier on.
Patient: I don't know, I don’t want to sound... why the sexual drive constantly comes 
to the forefront. I mean obviously at home I'm not thinking of sex all the time. I’m 
not, but out, if ever there's a possibility I will jump at the chance. This thing about
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public lavatories, gosh it’s like a drug sometimes. If I go to a strange town it’s almost 
an obsession that I have to find out where it is. Peculiar.
Therapist: So if you went to a strange town, what would you do? 
Patient: Find out where it is.
I w as trying to get at what you 
just said
You feel you have regressed back 
to square one with sex
The patient feels out of control about his 
feelings
Thoughts about sex  (of a particular type) 
still figure quite strongly for you now
m
(C h )
T herapist 51
Diagram 51 - Therapist: The Challenge is a statement about where the therapist feels 
the patient finds himself emotionally, ‘you feel you have regressed back to square one 
with sex’. The Data is that ‘thoughts about sex (of a particular type) still figure quite 
strongly for you’. The Warrant is that the therapist was trying to get at what the patient 
had just said. The Backing is not verbalised but seems to be an assumption that the 
patient feels out of control about his feelings.
This is an  ex p lo ra to ry  am plifica tion  o f  w h a t the th era p is t th inks th a t the p a tie n t  is fe e l in g  
a t  th a t p o in t  in time, a  fo r m  o f  c larifica tion .
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It Is very peculiar
Of a relationship origin - fear of 
separation____________________
Not thinking much of sex  at home
Of narcissistic origins - only 
intertested in self
Unconscious process - I am not in 
control or responsible
Thinking of sex  not under my 
conscious control - sex  com es 
whingeing into my thoughts
(D)
(B)
lAl)
(A 2 )
m
Patient 51
Diagram 51 - Patient: As a Claim in response to the therapist’s Challenge the patient 
says ‘thinking of sex is not under my (conscious) control- sex comes winging into my 
thoughts’. The Data is not very clear but seems to refer back to him not thinking much 
about sex at home. The Warrant is that this state of affairs is very peculiar. The Backing 
is not verbalised but seems to be an assumption that this is an unconscious process and he 
is not in control of or responsible for it. There are two possible Alternatives, neither of 
which are verbalised. The first one is that this issue is of a relationship origin, fear of 
separation, or the other one is that it is of narcissistic origin, that he is ultimately only 
interested in himself.
The patient is denying and projecting responsibility o f  his feelings (see Claim and 
Backing), although it is not clear what or on whom he is projecting. This could be seen as 
a statement rooted in the paranoid-schizoid position where relationships are only part 
object relationships, as in Alternative number 2 or it could be an expression o f  triumph 
over the object and a denial o f dependency on anybody in which case it can be seen as a 
manic defence.
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Therapist: What was so awful about it?
Patient: I felt lost. I remember the first doctor I saw here. She said in the second 
session, well perhaps you’re leaving home? And that knocked me terribly. I was very 
disturbed by that and I sort of tried to think about it when I left Sandy, it was as 
though I  was leaving some sort of security and thrown back into the world to fend 
for myself. I suppose you can, perhaps you can read a little bit into that but I just 
wanted to be with him and leaving him was a terrible wrench. I felt very lost, very 
vulnerable and I just couldn't stop thinking about him.
Therapist: But why should you feel vulnerable just because you were leaving? Is it 
vulnerable that you weren't going to have sexual encounters?
Patient: No
Therapist: O r was it just a protective figure, a father figure?
Patient: Yes
Therapist: But Peter in some ways was also a father figure.
Patient: Yes
Therapist: Why should you feel vulnerable?
Patient: I don't know. Because I wasn’t at that stage of being in love with Peter any 
more, and I'm  not at that stage now. I'm not in love with him.
Therapist: It's  almost as though you’ve got to the same stage now with Sandy as you 
have been with Peter for some time.
Patient: Yes except that I have probably more in common with Peter than I do with 
Sandy. I can see that quite clearly now...
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Patient's communication
The patient is on a destructive path in all 
his relationships
m
You seem to have got to the same 
stage now with Sandy as you had 
with Peter
Diagram 52 -  Therapist: The Challenge seems to be that the patient feels he has now 
reached the same stage with Sandy as he had with Peter earlier. The Data is the patient’s 
past communication. No Warrant is offered. The Backing is not verbalised but seems to 
be an assumption that the patient is on a destructive path in all his relationships.
The th era p is t is a m p lify in g  an d  clarify in g  w hat he f e e l s  is h appen in g  in the p a tie n t's  life  
r ig h t now, w ith o u t sp e llin g  out the Backing, w h ich  c o u ld  h a ve  been  useful. In th is 
instance th e com m u n ica tion  rem ains am biguou s i f  the B a ck in g  is n o t verba lised .
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It didnl work out with Sandy
Problem is in current situational attributes
Not right stage, or attributes tor 
successful sexual relationships
Problem is not my responsibility, it is 
related to my lover's physical attributes
Problem lies in the reworking of 
issues inherited from over-protective 
past relationships
m
P atien t 52
Diagram 52 -  Patient: The Claim is implied, something about this is not ‘the right 
stage’, or there are not the right attributes available for a successful sexual relationships. 
The Data is that it didn’t work with Sandy. The Warrant is implied and it is something 
like the problem lies in the current situational attributes. The Backing is not verbalised 
but is something along the lines of, ‘it isn’t my responsibility, and it is more related to my 
lover’s physical attributes’. A possible Alternative could be, that the issue is much more 
about a need to rework issues from past relationships.
This co n stitu te s  a  d en ia l o f  respon sib ility , a n d  a  d isp la cem en t a n d  p ro jec tio n  o f  a n y  
s ig n ifica n t fa c to r s  on to  ex tern a l issues e.g. so m eo n e  e ls e 's  p h y s ic a l a ttr ib u tes  (see  
C laim ), an  ex tem a lisa tio n . This su ggests  p a r t  o b je c t fu n ction in g .
Therapist: I was wondering if you are playing the part of being in charge and 
therefore you reject others. I mean you sort of rejected Peter and now you are  
rejecting Sandy.
Patient: I ’m only rejecting Sandy physically, I ’m not actually rejecting him. I just 
don't want him any more - the need doesn’t really arise any more. I think it’s 
unfortunate because I would much ra ther be faithful to one person than have to go 
round whatever. The desire to be faithful is very strong.
Therapist: But what is missing, what doesn't allow you to remain faithful to one 
person? W hat’s missing ? There must be something that drives you away from that 
person. It seems as though initially you are besotted by that person, as though it's
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almost, you almost put them ou an altar. You know that it is, they’re almost like a 
god as it were initially and there is nothing that they can do that is wrong until the 
great love affair that is so fantastic it's almost unreal and yet that seems to fade with 
time, probably quite rapidly by the sound of it.
Patient: Yes, but only the physical. My relationship with Sandy has deepened in the 
past nine months I do feel it’s deepened but I do feel you know it’s almost two 
separate things and the sex always the big problem you know. I don't know, I don’t 
know why. I don't know if there is anything that can be done about i t  I just accept 
that and try  to make the most of a bad job because that's better than trying to work 
it out all the time.
The patient fears rejection
(W )
(C N
T herapist 5 3
Diagram 53 -Therapist: The Challenge is that the therapist is wondering if the patient is 
playing the part of being in charge and therefore rejecting his partners. The Data is that 
first the patient rejected Peter and then Sandy. No Warrant is offered. The Backing is not 
verbalised, but seems to be an assumption that the patient fears rejection.
H ere  the th era p ist is try in g  to  d ra w  the p a tie n t's  a tten tio n  to  h is behaviour, a n d  
en cou rage  him  to  th ink a b o u t it. This is  an a m p lif ica tio n  o f  the p a tie n t's  behaviour.
282
I am rejecting Sandy
am not realty rejecting SandyI am only rejecting Sandy physically
This is about feelings beyond my control
would much rather be faithful to Sandy
(W )
Patien t 53
Diagram 53 -  Patient: The Claim in response to the above Challenge is that the patient 
feels he is not really rejecting Sandy. The Data behind this Claim is that the patient is 
only rejecting Sandy physically. The Warrant is that the patient says he would much 
rather be faithful to Sandy. The Backing is not verbalised, but implied, that is, these 
feelings, are experienced by the patient, as being beyond his control. The Alternative, 
which, is not considered, but was verbalised by the therapist is that the patient is indeed 
rejecting Sandy.
This rep re sen ts  a  d en ia l o f  re sp o n sib ility  f o r  re jec tio n , b y  the p a tien t. The den ia l is 
a c h ie v e d  b y  a  red efin itio n  o f  the c a te g o ry  re jec tio n  (see D a ta ), a n d  th ereb y  a  situa tion  is  
c re a te d  w h ere  the p a tie n t  d o es  not h a ve  to  take re sp o n s ib ility  f o r  h is action s.
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The feeling fades away quite rapidly
The patient Is frightened of something, 
possibly of being rejected himself
m
(B)
(Ch)
T herapist 5 3 a
Diagram 53a -  Therapist: The Counter-Challenge in response to the above Claim is that 
something drives the patient away from his lovers. The Data is that although initially the 
patient seems besotted with his lovers the feeling then fades away. The Warrant is an 
underlining of the fact that this fading away does seem to happen rather quickly. The 
Backing is not verbalised, but implied, that is, that it seems this happens because of some 
fear in the patient, such as fear of rejection.
The th era p is t is p u rsu in g  the issue that the p a tie n t is d o in g  so m e re jec tin g  although  
A n d rew  is a ttem p tin g  to  d en y  it. This co n stitu tes a  C h a llen ge  to  the p a tie n t's  th inking  
(see C hallenge).
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(A) Patient 53a
m
Sex is always the big problem
Nothing can be done about it
Sex and other related feelings are 
almost two separate things
I need to keep them separate for 
some reason
My relationship with Sandy has 
deepened in the past nine months 
(in spite of the ending of the 
physical relationship
Diagram 53a -  Patient: In response to the therapist’s communication, the patient’s 
Counter-Claims is that for him sex and other relationship feelings are almost two separate 
things. The Data for this Claim is that the patient feels that his relationship with Sandy 
has deepened in spite of the ending of the physical relationship. As Warrant Andrew 
offered a statement that he feels that sex is always a big problem. The Backing is 
verbalised, and is that he feels there is nothing that can be done about this. The 
Alternative, which is not considered, is that perhaps the patient needs to keep sex and 
other feelings separate.
The p a tie n t is res is tin g  the therap ist's  C h allen ge a n d  it a p p ea rs  th a t he d o es  n o t w a n t to  
con sider the p o s s ib il i ty  that this m igh t m ean  so m eth in g  a n d  th a t it m igh t be som eth in g  he 
sh ou ld  take som e resp o n sib ility  fo r . H e con tinu es to  use d en ia l to  c re a te  sp littin g  in o rd er  
to  keep th ese  p o s s ib il i t ie s  f a r  a p a rt (See C laim ).
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10.3. Rotated Histogram showing changes in the patient’s preoccupations over time
Changes in the patient’s preoccupations from sessions 1, 2, 5, and 9 are mapped onto the 
rotated histogram below
Andrew
10 Frequency
The variables in this histogram are as follows: The first column (1) is a catchall category. 
The second column (2) shows the number of statements indicating self-reflection. The 
third column (3) shows the number of statements indicating that the patient is ignoring 
the therapist’s statements. The fourth column (4) shows the number of statements 
indicating that the patient is acknowledging the therapist’s statements. The fifth column 
(5) shows the number of statements indicating some awareness of others. The sixth 
column (6) shows the number of statements indicating a negative worldview or negative
286
statements. The seventh column (7) shows the number of statements indicating a positive 
worldview or positive statements. The eighth column (8) shows the number of references 
to feeling trapped. The ninth column (9) shows the number of statements relating to 
Andrew’s childhood. The tenth column (10) shows the number of references to non- 
sexual needs. The eleventh column (11) shows the number of references to casual sex.
This patient’s ability for self-reflection increased. He was more able to think about his 
therapist’s statements over time. His negative worldview decreased. His references to 
feeling trapped decreased. Similarly his preoccupation with casual sex decreased.
10.4. Independent Psychoanalytic Assessment of Andrew (Session 1)
Although the interviewer repeatedly touches on serious matters, the emotional tone is 
heightened, rather excited, almost hyper manic. It seemed to me that this was indicative 
also of a high level of anxiety, and that this is not noticed by the interviewer. The client’s 
anxiety is conveyed in his constant need for sex, which he says in nothing more than 
glorified masturbation. In fact the interviewer, unwittingly, whilst trying to be serious, 
becomes rather moral and hence plays into the excitement in the room. I thought there 
was at the beginning a sense of the interviewer pursuing the client, an attitude of “certain 
things you are not really telling me...”.
The client talks of his vulnerability, his need for re-assurance, his loneliness from which 
he longs to find (and believed with Paul he had found) an ideal partner and an ideal place. 
He conveys how rapidly he becomes dependent and that his needs become romanticised 
and idealised, only too soon, to break down.
At the point where the client says he had lost track. I do not think the interviewer noticed 
that he had just been giving an account of himself having a girlfriend. This of course is 
for him a different track and one, which he has, through homosexuality and masturbation, 
lost his way in. I also thought (the subject is touched on at the beginning of the session), 
that some attention to the client’s background is important. It may indeed provide some 
pointers to where the track was lost to a heterosexual development.
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A further aspect is this client’s awareness to his losing his youth. It appears that although 
he could once turn to his desirability and to sex, without those he has little or nothing to 
turn to. This may be a hazardous time for him.
Comment: The independent psychoanalytic assessment focuses on the assumption that 
this patient’s preoccupations are covering up feelings of loneliness and a need for 
reassurance. It also highlights how the therapist gets drawn into something. It is suggested 
that this is a rather perverse interaction, reflecting the patient’s functioning in his external 
relationships.
10.5. Summary of Andrew
Only the beginning of this patient’s therapy was analysed in detail. It did show however 
the typical preoccupations of this patient. He was very concerned about whether he was 
still attractive. He did deal with his anxieties by concentrating on thinking about casual 
sex. He was very uncooperative during his pre-therapy interview (see appendix 3). He 
was a lot more communicative with his therapist. This may have been a reflection on the 
fact that his therapist was a man and of the fact that, his pre-therapy interview was 
conducted by a woman. The changes in the variables outlined on the rotated histogram 
indicate that this patient did change in some respects during his therapy. It would have 
been interesting to discuss the therapy with this patient, but he refused to participate in a 
post-therapy interview.
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11. Mechanisms as evident in the data
This chapter describes the different mechanisms as evident in the data. In addition 
instances of absences of defensive mechanisms will be described as suggested by the 
results. The instances of each mechanism, or absence of mechanism are described with 
reference to each analysed vignette hereafter referred to as frame (these include both the 
diagrams referring to Patient and Therapist). The elements of the frames outlining 
mechanisms, or absence of mechanisms will be described using the elements of the 
argumatics analysis. That is Claims, Challenges, Data, Warrants, Backings, Rebuttals, 
Alternatives, Qualifiers, and Modifiers.
The differences that occur between the patients and in the different interactional contexts 
will be highlighted. The patterns that emerge are critically discussed, in terms of the 
usefulness of these categories, their correspondence with the descriptions encountered in 
the literature, the function of the identified patterns in the interaction, and the usefulness 
or not for both the patient and the therapist.
New subcategories of the defence mechanisms will be introduced as suggested by the 
Data. Many instances fit several categories. When this is the case the instance or events 
will be described in detail under the category under which it first appears and in less detail 
under the subsequent categories.
The way this categorisation has been achieved was by looking at the mechanisms by 
answering the question, what are the mechanisms in question achieving? In the context of 
the therapy a related issue, which is addressed, is, ‘what kind of activity is both the 
therapist and the patient engaged in’.
11.1. Concrete thinking
This constitutes both a denial of psychic reality and a destruction of meaning in a 
characteristic way demonstrated here. In addition it often also constitutes a denial of 
having to think about or consider what has been suggested. Can these ‘events’ 
consistently be identified?
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Most of the examples come from the analysis of John’s therapy as described in chapter 4. 
The first example can be found in frame 1 pp77-80. The therapist is asking if the patient 
is prepared to entertain the possibility that his difficulties may have some psychological 
meaning. The patient responds by, in detail, dividing his symptoms into ones caused by 
‘stress’ and ones not caused by ‘stress’. This position is then justified by which symptoms 
came when. Thus he responds to the Challenge ‘literally’ or concretely, as opposed to 
allowing his mind to absorb the suggestion that there might be something new in what the 
therapist is suggesting. To consider the therapist’s suggestion would have increased 
anxiety at this point, thus to employ old familiar ways of thinking ‘feels safer’.
The therapist’s intention of trying to get the patient to ‘think psychologically’ is evident 
from the diagram (Therapist 1) p78. The verbalised Challenge and the accompanying Data 
constitute an amplification of the patient’s style of communication, in the hope that this 
would make the patient reflect on it himself. The patient does not take up the Challenge, 
He responds by talking of the physical symptoms (Patient 1) p79. In this instance the 
Warrant and Backing in the patient’s argument shows that the patient is neither interested, 
willing nor able to think of any meaning of his symptoms. He is only willing to think 
about their nature, presence or absence.
The therapist is trying to talk to his patient about the nature o f the patient’s thinking. The 
patient as described above does not respond on the same level. A form of ‘miss- 
communication’ takes place. In talking about the nature of the patient’s communication 
the therapist has identified the fact that the patient is employing, a in this context 
unhelpful form of thinking. This can be seen in the diagram (Therapist 1), both in the 
Challenge, Data and in the implicit Warrant and Backing.
The second example is described in the section relating to frame 2 pp80-82. In the first 
session the therapist is recalling their earlier meeting during the assessment period. The 
therapist asks the patient, using a simple metaphor, what has the patient had to hold onto 
lately. The patient, responds by claiming that he feels better, Claim. The Warrant is that 
he feels better ‘because he can now hold onto church furniture’. This changes the level of 
communication and destroys the original meaning in the presented Challenge. It provides 
the patient with a way out of thinking about the meaning of the question. This happens by
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responding to the Challenge in a concrete manner. The therapist continues to try to speak 
to the patient about the patient’s psychological reality. This can be seen in diagram 
(Therapist 2) p81, Challenge, Data, Warrant, Backing, and in the Alternative. The 
Alternative is a different take on the patient’s situation, a possible way of empathising 
with the patient, or suggests a possible next comment by the therapist. The diagram 
(Patient 2) p82, shows in the Claim, Data, Warrant, and Backing the concrete nature of 
the patient’s response. He talks of actual furniture rather than a state of mind, the 
Alternative is not considered, but suggests a way that the patient could progress his 
thinking. The Qualifier shows that there is a doubt in the patient’s mind that the way his 
thinking is organised is ultimately a good way of dealing with anxiety. In this example 
like in the one before, the therapist and the patient are not talking about the same thing. 
This is evident from the disparity between the patient’ and the therapist’s Backing.
The next example is from the same patient and the same session. The relevant vignette is 
discussed in frame 3 pp83-85. The therapist is commenting on the fact that the patient 
appears to find it difficult to think of psychological explanations, thus the therapist has 
identified that there is something inappropriate about this patient’s thinking. The patient 
responds, not by thinking about the Challenge, but by making a tangential Claim, ‘I’ve got 
a mind that works on physical processes’. The Challenge is an invitation to the patient to 
think about why this might be the case or perhaps to consider, could there be some 
validity in what the therapist is saying. The patient does agree with the therapist, but 
retains the concrete quality of thinking. The therapist wants the patient to question his 
way of thinking, but the patient agrees superficially but does not question it. There is 
more communication between patient and therapist in this instance as there is a closer 
correspondence between the Backing of the therapist and the patient. However at the same 
time the patient is not co-operating. There is an adversarial atmosphere between patient 
and therapist. The therapist’s Challenge, Data, Warrant, and Backing are all global 
descriptions of what he feels the patient’s thinking is like. An Alternative is not 
considered, but had it been considered it might have enabled the patient to co-operate.
The next example is described in frame 4 pp85-87. The therapist challenges (Challenge, 
Therapist 4) p86 the patient to think about the nature of his reasoning, by amplifying the 
patient’s statement that to be a priest is in his opinion the same as being anything else.
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The patient responds in a ‘literal’ sense by saying in his Claim, ‘for me it is of equal value 
as BR might be for someone else and ‘misses’ the Challenge by sticking to the concrete 
level. He thus destroys the communication, he does not consider the therapist’s Challenge 
and denies the psychic reality, which the therapist is referring to. The therapist is 
commenting on both the form of the patient’s reasoning, Data and Warrant. In both form 
and content the patient has expressed that to be a priest is the same as to be something 
else. The therapist is trying to get the patient to rethink this assumption by amplifying 
what the patient has conveyed to him. The patient avoids thinking and co-operating by 
adopting an argument that rests on a very different Backing from the one used by the 
therapist. The concrete quality of this argument is most evident in this instance in the 
Warrant. In addition the diagram shows that the Data although used, as Data and the 
Warrant do not in themselves support the Claim. The statements in the Data and Warrant 
are merely unsupported Claims in themselves. The Backing is verbalised and is supposed 
to support the rest of the arguments. The argumatics technique has enabled the 
disconnected quality to become apparent.
In frame 5 pp87-91, the therapist continues to ‘Challenge the patient’s thinking’ by 
talking of the patient’s difficulties of knowing whether to be a priest is right for him or 
not. This constitutes a denied by the patient. Finally the patient presents a Counter-Claim 
see diagram (Patient 5a) p91, he says, ‘If my symptoms continue, I may not be able to 
continue as a priest’.
The type of thinking that is evident enables the patient not to address himself to the direct 
question, which the therapist puts to him in the Challenge. The patient’s previous Claim is 
used by the therapist as Data for the Challenge. The therapist Alternative suggests a 
possible next comment. The patient implicitly denies that there is a difficulty by not 
addressing the therapist’s question. The denial becomes clear if we look at the interaction. 
This constitutes yet another example of concrete thinking, and removes the need to think 
about the meaning or possible doubts that the patient may be having.
The concrete nature of the statement can be seen in the Data and Warrant. They are 
Claims in themselves and do not necessarily support the Claim. The patient’s 
argumentation in this instance would not necessarily need to be characterised as concrete.
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However in the interaction, that is if one looks at both diagrams (Patient 5 and Therapist 
5) pp 87-91 together the concrete quality becomes evident. There is a, ‘it’s just the way it 
is’ quality to it. In diagram (Patient 5a) p91 the concrete elements are clear in the Data 
and Backing. The lack of communication becomes clear when we look at the very 
different Backings in diagrams (Therapist 5), (Patient 5) and (Patient 5a). In (Patient 5a) it 
is possible to see how, although some doubt has crept into the patient’s mind, it has all 
become transformed into a concrete physical problem, see Data and Backing.
The following example is described in frame 6 pp91-93. The therapist continues to try to 
engage the patient in a discussion about how he the patient handles doubts. The patient 
responds by, ‘There are certain things beyond understanding of everyone’, (Patient 6) p93 
Claim. Although on the surface this is a response to the therapist’s Challenge, it has the 
same concrete quality as in the examples above. At the same time it can also be seen as a 
projection onto an external something which makes these things inherently ‘beyond 
understanding’. This constitutes a denial of having to think. The concrete quality is 
evident in (Patient 6) in the Claim, Data, Warrant and Backing. All the statements could 
be described, as ‘that is just the way it is’.
The next example is found in frame 7 pp93-95. The therapist has challenged (Therapist 7) 
p94 Challenge, the patient to discuss his reservations about coming to therapy, in the light 
of the patient’s tendency to seek physical explanations. The therapist tries to invite an 
exploration about why might it be that the patient does not want to consider psychological 
explanations and favours physical ones. The response described in diagram (Patient 7) 
p95 Claim, is, ’I see the body in its physical sense’. The Claim shifts the level of 
communication onto a concrete, ‘what his mind is made o f  level’. Possibly to deal with 
anxiety the patient uses his form of concrete reasoning (Patient 7) Claim, Data and 
Warrant. This means that he does not answer the question he speaks of something else. 
This time the reasoning is not quite as closed as in the other examples as some doubt is 
expressed in the Qualifier.
In frame 8 pp95-98, the discussion continues, by the therapist wondering about why the 
patient has sought this kind of treatment given his physiological explanations. By trying to 
talk to the patient about his ‘bias’, the therapist is aware that the patient is employing a
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defensive style of communication. The therapist says, ‘Why are you seeking 
psychological help now’ (Therapist 8) p97 Challenge. He is however not addressing the 
effect of creating a mis-communication directly with the patient. The patient pulls the 
communication onto a concrete level by answering ‘I feel the solution must be a mixture 
of treatments’ (patient 8) p98 Claim. The patient seems determined not to think about his 
contradictory behaviour and communication. The avoidance of thinking is achieved by 
insisting on shifting the level of communication to something concrete. The patient’s 
argument is logical in the sense that, ‘if one tries everything one is likely to find the right 
solution’, but concrete in response to the specific Challenge which the therapist has 
presented.
In the second session the same patient spontaneously talks of his anxiety and he makes a 
Claim in the section relating to frame 14 ppl 15-118. He says, ‘Allowing some anxiety to 
trickle through is like going into children’s pool before the big pool’ (Patient 14) pi 16 
Claim. This sounds like a metaphorical statement, however the need to anchor it to a 
concrete level is revealed in the Warrant, ‘people go into the children’s pool first in F \  
(Patient 14) Warrant. The therapist challenges this by trying to bring in the possibility that 
maybe this rare, metaphorical statement might have wider meaning in the patient’s life 
(Therapist 14) pi 17 Challenge. The patient responds by saying, ’mentioning the 
children’s pool was of no significance’ (Patient 14a) pi 18 Claim. The concrete quality 
becomes apparent in Warrant. The patient maintains,’ it’s just about breakdown of two 
levels of water’ (Patient 14a) Warrant. By returning to this concrete level the potential 
communication has been destroyed by the patient and the patient has returned to familiar 
concrete thinking. In this frame the patient came close to thinking differently and 
therefore his anxiety increased and thus he firmly returns to the concrete level in Diagram 
(Patient 14a).
In frame 15 pp l20-123, the patient initially expresses his anxiety directly about what 
might be wrong with him in (Patient 15) p 121, Claim, Data, Warrant, Backing, Modifier, 
Qualifier. As the patient is actually expressing anxiety, his reasoning makes more sense in 
that Data, Warrant and Backing are not disconnected statements, but act as support for the 
Claim. The therapist amplifies what the patient has just said (Therapist 15) p i22 
Challenge. This intervention by the therapist however, increases the patient’s anxiety
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level beyond his tolerance and he returns to a position of denying the bit of his own 
psychic reality he has just momentarily been in touch with. In Diagram (Patient 15a) 
p i23, he has returned to his customary concrete thinking, by presenting a new Claim, ‘I 
only mentioned schizophrenia as it is the only mental illness I have heard of (Patientl5a) 
Claim. The Data, Warrant and Backing are again somewhat disconnected additional 
Claims, not supporting the Claim in question. The argument in (Patient 15a) has a quality 
of, ‘that’s just the way it is’. The moment of thinking together has now past and the 
previous communication has been destroyed.
The next examples come from another patient, George as described in chapter 5. In the 
section relating to frame 23 p p l54-156, the therapist challenged the patient about the 
rather passive style the patient has adopted in the session, (Therapist 23) p i54 Challenge, 
Data and Warrant. The therapist’s comment is that the patient seems to view the therapy 
situation a bit like an interview situation (Therapist 23) Challenge. The therapist has to do 
the work of extracting information from the patient. The patient’s response is: ‘I am used 
to an interview format’ (Patient 23) p i55 Claim. On the surface this seems to be a 
reasonable comment, especially as the patient is a journalist by profession. However it is 
quite clear that the therapist is trying to talk about the patient’s style of interacting with 
her. The patient however chooses to ignore the Challenge, and he does this by adopting a 
very concrete response with a quality of ‘ its just the way it is’, thus destroying the 
meaning of what is being suggested, and above all providing himself with a way out of 
having to think about what is being suggested. This constitutes a destruction of the 
meaning of what the therapist is talking about. In fact diagram (Patient 23a) pi 56 Claim, 
shows how the patient has retreated into concerns about himself as he says, ‘I need new 
stimulation, fresh challenges. This is said immediately after the therapist has offered him 
a Challenge, which he has destroyed.
To think about what is being suggested would have involved a possible revaluation of this 
patient’s self-image as a ‘person of action’, and thus would have given rise to 
uncomfortable feelings.
Another instance even clearer than the previous one is described in the section relating to 
frame 25 pp l60-163, diagram (patient 25a) p i63. The background to the defensive
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manoeuvre is described in diagrams (patient 25) p i61 and (therapist 25) p i62. The patient 
describes his troubles to his therapist, in fairly general terms. Some anxiety is hinted at 
when the patient is saying that he does not want to run the risk of ‘snapping as in the past’ 
(Patient 25) Claim. The therapist spells this anxiety out by amplifying what the patient has 
just said; the therapist suggests that the patient may be frightened of having a real 
breakdown (Therapist 25) Challenge.
At this point it seems the anxiety, which was hinted at, threatens to break through into the 
patient’s consciousness and he falls back on defence. He, as it were, redefines the concept 
of ‘breakdown’, by calling it ‘complete collapse’. He says ‘ I have never suffered a 
breakdown in the sense of complete collapse myself (Patient 25a) Claim, in fact he 
continues by saying he does not know what having a breakdown involves (Patient 25a) 
Warrant. What the patient has done in this instance is to redefine ‘breakdown’, in a very 
concrete way. In this instance the Data, Warrant and Backing are Claims in themselves 
and do not support the Claim in question. This manoeuvre provides a way out of having 
to consider the possibility that he actually fears a breakdown. It doesn’t matter whether he 
in any objective sense is in danger of a breakdown or not. If he were able to tolerate the 
anxiety that this thought would generate he might in fact be able to think about his 
situation in such a way that he could potentially feel more in control and therefore less 
fearful of a ‘breakdown’. There is also a suggestion of projection in this statement, as the 
patient suggests that he has not suffered in this way, so the suggestion is that somebody 
else, not specified, has.
Concrete thinking creates splitting, a significant part of ‘the equation’ is not considered 
and remains eclipsed behind the concreteness of the interaction. It introduces a controlling 
quality to the interaction.
Concrete thinking was frequently seen in the therapeutic discourse of John and also in the 
therapeutic discourse of George. It is clear that the use of concrete thinking almost 
invariably destroyed the communication between patient and therapist. It resulted in the 
therapist and the patient communicating on different levels, talking about different things. 
In both these therapies, the therapists tried repeatedly to talk about issues, which they felt 
were relevant to the patients. An increasing sense of frustration was evident on the part of
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the therapists’. However the therapists did not show the patients what this type of 
communication was doing to the therapy relationship. There were some attempts by the 
therapist to get the patient to reflect on the nature of the patent’s communication in frames 
7 pp93-95 and 8 pp95-98. Perhaps it would have been more fruitful, had the therapist 
spelt out the situation in terms of what was happening to their relationship there and then. 
Sometimes the instances of concrete thinking also incorporated another defence such and 
denial or projection.
The argumatics analysis showed that the concrete aspects could be found in, the Claim, 
Data, Warrant or the Backing of the patient’s communication. It was usually not found in 
a Qualifier if it was verbalised and also not in the Alternative, which were never 
verbalised in the above frames.
Sometimes the concrete style of the patient’s communication could be identified from a 
single diagram, from the disconnected nature of the, Data, Warrant, Backing and Claim. 
Out of context it is not possible with conviction to state that these were actual examples 
of concrete thinking. However in the interaction, when one looks at the therapist and 
patient diagrams together in a frame, the concrete and destructive nature of the 
communication becomes clearer. In addition if one looks at the effect this type of 
communication has on an interaction it becomes clear that these are not just idiosyncratic 
communication patterns adopted by these patients.
How does this fit with descriptions of concrete thinking in the literature? Steiner (1987), 
desribed concrete thinking as part of paranoid-schizoid functioning. He says that as a 
result of splitting the predominant anxiety is paranoid and the preoccupation is with the 
survival of the self. This was certainly the case with both John and George. Both patients 
are very preoccupied with their own survival and there was very little or no evidence of 
concern for anybody else. This can be seen in the rotated histograms for John and George, 
in the results chapters for John and George. In fact there appears to exist very little 
discussion about the role of concrete thinking as a defence in the literature. McDougal 
(1982) describes the destruction of meaning, which occurs in ‘alexithymic’ patients. The 
concrete thinking described above does indeed constitute a destruction of meaning with 
an omnipotent quality. In addition the two patients John and George do both exhibit 
psychosomatic symptoms coupled with persecutory anxiety and difficulties with symbolic 
thinking, as did McDougal’s patients. Although the defensive use of concrete thinking in
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an interaction has not been much discussed the results from this research suggests that it 
plays a central role in obstructing communication and serves a defensive purpose by 
protecting the patients from anxiety.
11.2. Projection
The first instance is described in frame 12 p p l08-110. The patient has come for his 
second session of therapy after having written to the therapist saying he wasn’t sure 
whether to continue the therapy. The feelings surrounding this are discussed in frame 11 
pp l06-108, where the patient reports that he has nothing to say. In response to the 
therapist’s comment that the patient appears now to be stressed about how the therapist 
might feel. (Therapist 12) pi 10 Challenge, the patient replies, ‘I don’t want you to feel 
distressed at my not being able to help you to help me’ (Patient 12) p i09 Claim. From the 
beginning of this session, the patient expressed ‘dis-eas’ with being in the therapy 
situation, however his way of avoiding thinking about what this might mean is to place 
the ‘dis-eas’ firmly with the therapist and not with himself. The patient does not offer or 
imply any Warrant and the Backing is not clear. However the Data is ‘all the stress I  was 
under is now gone ’.
Why is this projection? It seems very unlikely that the therapist would feel distressed at 
not being able to help his patient as early as in the second session of even a brief therapy. 
For this to be the case, the therapist would have rather omnipotent expectations of his 
abilities to quickly ‘cure’ the patient. It is much more likely that the feelings of distress 
and anxiety belong to the patient. If we also look at how this Claim is constructed in 
frame 12, it becomes clear that this statement has no substance to it, is not based on any 
evidence, in fact the Claim comes, so to speak, out of thin air. However the Data gives a 
clue about what may have happened. The therapist is felt to be distressed, (Patient 12) 
Claim and (Patient 12) Data tells us that, all stress the patient was under is now gone. If 
this can be understood as reflecting the state of affairs at that very moment, then one 
could argue that, all stress has now gone, because it is now felt to be located in the 
therapist. The defensive quality of this type of thinking is strengthened if we look at the 
interaction, as there is no evidence of the therapist being distressed. At the same time 
there was some suggestion that the therapist did find this patient frustrating in the first 
session. It is also evident that there is by now some evidence that this patient John does
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not want to face his anxieties very easily. In fact in this example we could be talking 
about what has been described as projective identification by Rosenfelt (1983).
‘The projective identification used for purposes o f ridding oneself o f unpleasant or unbearable 
mental content is essentially related to denial o f psychic reality and the analyst or other objects 
which are used for this purpose are meant to condone the evacuation and denial’.
The next instance is described in frame 23 pp 154-156. The setting is described in the 
related section of text. The material comes from George’s therapy. The instance 
described, has already been discussed under the heading of concrete thinking, but it fits 
also into this category. The patient can be said, by not responding to the therapist’s 
communication on the same level to be projecting his responsibility onto the therapist, in 
this instance ‘of keeping something going between them’. The clue is to be found in 
(Patient 23) pi 55 Warrant. It is of course possible that the patient genuinely needs help to 
say anything else. At the same time the situation is one where the therapist is, or is meant 
to be, in the process o f trying to help and encouraging the patient to express himself. One 
could argue that she is not doing this very well. In the interaction the responsibility is 
placed with the therapist by the patient.
The next instance of projection is described in diagram (patient 23a) pi 56, in frame 23. 
This patient feels very unappreciated at work. He is very angry with his employers. The 
preceding therapist’s communication is unfortunately unclear, but the patient makes a 
statement in the context of him expressing frustration with the therapist and with his own 
job. The statement is ‘ I’ve got the kind of mind which need fresh stimulation, otherwise 
it will atrophy’ (Patient 23a) Claim. The Data to support this statement is that ‘I’ve been 
getting rather stale’. This can be seen as an attempt to shift the responsibility onto 
‘somebody out there’, his existing employer or a potential new one. There is no thought 
about what this means, in terms of his own state of mind. A potentially nurturing, 
motivating but also neglecting internal object is projected onto the therapist or a potential 
employer.
The same patient provides the following example. In the text relating to frame 24 ppl56- 
160 the therapist is suggesting that the patient may be experiencing tensions in his 
marriage as well as his already known difficulties. The patient denies this, but admits that 
there is one small issue between him and his wife, their dog. The (Patient 24a) p i60
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Claim is ‘what goes on at home is of no relevance to my problems’. The Data is that ‘the 
only problem at home is the dog’. This served as the Claim in (Patient 24) p i59, and the 
Data is ‘ My wife is normally very understanding’.
From the context it seems that the patient is struggling to convince the therapist and 
perhaps himself that there is no need to think about his marriage, there is only the dog. 
This represents a projection onto ‘the dog’ of troubles at home, as if to say if  only we 
didn’t have the dog everything would be perfect. In the therapy relationship, the 
therapist’s enquiry is deflected and not considered, so there is lack of co-operation with 
the therapist. The destructive aspects are projected onto the dog, so potentially painful 
thoughts need not be thought about.
The next example comes from Elizabeth’s therapy as described in chapter 6, frame 35 
pp 198-201. Elizabeth is beginning to reflect on the fact that a friend of hers who had also 
been doing ‘life-modelling’ had been sexually abused in the past. The possibility is 
emerging in this patient’s mind that, she may also have been in a situation where she had 
allowed herself to be abused in some way. She does however quickly decide that this is 
not her problem it is her girlfriend’s. She does this by introducing a distinction between 
herself and her girlfriend. In diagram (Patient 35) pi 99 the patient is beginning to make 
connections and associations in relation to what has been talked about in therapy. The 
connection is evident in the Claim, Data and Warrant all of which are connected by the 
theme of abuse. However in the Data and Warrant the abused one is someone other than 
the patient. The intention of not wanting to think along these lines can be seen in diagram 
(Patient 35a) p201 Claim. The sequence started by the therapist having amplified the 
previously expressed feelings by the patient that ‘the blindfold picture was quite 
shocking’ (Therapist 35) p200 Challenge. This is now given a new connotation by the 
therapist, that is, that the reason it felt shocking was that the patient wanted to act out 
abuse. This connection by the therapist could of course be pure speculation. What is of 
interest however is that the patient does consider it for a moment, although it is then 
quickly felt to be her girlfriend’s problem not hers.
The next example can be found from Mary’s therapy as described in chapter 7. In frame 
37 pp211-213, the therapist is making an observation that the patient appears to fear that
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she has caused some harm (Therapist 37) p212 Data. The patient starts by agreeing, but 
no sooner has she agreed before she turns away from that thought and it’s implications, 
and attributes the harm-causing agent onto something called circumstances. She Claims, 
‘I am a victim of circumstances’ (Patient 37) p211 Claim. The Data for this Claim is ‘I 
don’t deliberately set fire to things’. The Warrant is that she does not want to (be 
destructive). The Backing on which the argument rests is that, life has been unfair to her. 
From the diagram it is clear how she tries to create an argument of why what she fears 
isn’t true.
It seems that the therapist’s observation and the patient’s own response, raised the 
patient’s anxiety because the suggestion was that she needed to think about her actual or 
potential destructiveness. Thus the idea, which had already entered consciousness, had to 
be defended against. The patient contradicts herself. This fact alone points to the 
presence of a defence. The destructive element is located in something called 
circumstances. The therapist is trying to rectify the patient’s distortion by commenting 
that fearing that one has cased harm is not about being a victim. Thus the therapist has 
recognised the patient’s use of defensive thinking and is trying to make that clear.
The next example is from the same patient Mary. It can be found in frame 38 pp213-215. 
In response to the therapist’s comment about the fact that Mary seemed to have felt 
frustrated in the previous session (Therapist 38) p214 Challenge, as they could not find 
suitable times for the therapy sessions (Therapist 38) Data. Mary responds by denying 
that she felt annoyed (Patient 38) p215 Claim. The Data for this Claim is that ‘it just 
seemed unlucky, but then says she only felt annoyed ‘with the situation’ which serves as 
a Warrant. The focus of annoyance is now not the therapist but something called ‘the 
situation’. She has thus got out of confronting the therapist about the fact that, she felt 
annoyed. She has got out of confronting something like annoyance or frustration in a 
present relationship. The therapist has offered her a chance to openly express her negative 
feelings about the therapy situation. She however turns this opportunity down. The 
feelings no longer belong in a relationship, but somewhere else.
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The next example can be found from Steven’s therapy as described in chapter 8. In frame 
45 pp241-243 Steven was talking about his son giving evidence in defence of his teacher. 
The statement containing the projection is contained in the Claim, ‘All my son’s loyalties 
were with his friend and teacher’ (Patient 45) p242 Claim. The related Data is reference to 
the events. The Warrant ‘my son had no respect for me’, shows how the aggressor is felt 
to be the son and not the patient.
The patient feels very persecuted and let down by what he considers to be his son’s 
betrayal. The communication comes, not prompted but in the context of the therapist 
encouraging the patient to tell his story. The argumentation, which Steven is building, is 
one aimed at portraying Steven as a victim rather than someone who needs to take some 
responsibility. The Warrant and Backing demonstrate this. The argument is constructed 
in this fashion in order for the patient to avoid having to look at his part in the events. 
Maybe the son turned to the teacher because he did not get what he needed from his 
father. The therapist either does not recognise the patient’s communication as defensive 
or chooses not to comment on it. Instead he echoes in a collusive way what the patient is 
saying. The therapist says, ‘you must have been very angry and betrayed’. (Therapist 45) 
p243, the Challenge.
The next example comes from the same patient, frame 46 pp245-248. The issue is a 
consideration of what has been achieved in the therapy. The patient describes a friend in 
need whom he feels he has not been able to help in the way he had hoped. The distortion 
is expressed in the section related to frame 46. (Patient 46) p246 Claim is that the patient 
feels that the therapist has put doubts in his mind about whether the way he used to be 
going about things is the right way. The Data is that now the patient does not know how 
to be helpful to his friend In this instance, like in the previous one the responsibility for 
any difficulties does not lie with the patient but in this case with the therapist. The patient 
has become a victim of the therapist. His world continues to be black and white, that is 
split, and a general atmosphere of feeling persecuted has been maintained. The presence 
of persecutory anxiety is evident.
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The patient continues in the same fashion. In the section relating to (Patient 46a) p248 he 
responds to the therapist’s comment that maybe some of the feelings may be related to the 
session being almost the last one (Therapist 46) p247 Challenge, by repeating the Claim 
that he feels he cannot be supportive to his friends. The use of projection is clear if one 
looks at the Warrant. The patient says in the Warrant that his friends need this kind of 
help, that is therapy.
This manoeuvre changes the idea of someone needing help, away from him onto someone 
else, in this case his friends.
The same patient continues to relocate responsibility away from him in frame 47 pp248- 
251. The therapist introduces thoughts about the patient’s sex-life with his wife. The 
therapist is asking if there was any sexual contact between patient and his wife at this 
time. The patient’s response, discussed in diagram (Patient 47) p249, shows how the 
whole argumentation is based on not wanting to think. The Claim is that the patient does 
not find his wife sexually attractive any more. The Data is that they have been married a 
long time. The Warrant is that the patient feels that his wife is not very imaginative. In 
other words a way of saying, things are not good but that is not in any way my 
responsibility, but if anybody is to blame it is the wife.
The above example of projection may very well have arisen from the fact that the 
therapist opens up very sensitive areas so late in therapy. It may be that the stress of 
discussing sensitive areas at this time leaves the patient no choice except to fall back on 
his customary defence. However this patient’s characteristic defensive style is evident in 
all the examples quoted above.
The following example can be found in frame 49 pp262-265. This example comes from 
Carol’s therapy as described in chapter 9. In this frame the patient is concerned about her 
marriage and her children. Unprompted she starts to discuss her own mother with the 
therapist. (Patient 49) p263. The Claim is, ‘ My mother is very critical, she never says
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you’ve done well’. This suggests that the notion of ‘bad mother’ is located somewhere 
other than in herself, or it could be argued represents a projection of the notion of a bad 
mother onto her own mother. This frees her from considering her anxiety about whether 
she is a ‘bad mother’. As Data the patient offers the fact that her mother believes that her 
granddaughter, the patient’s second child has got a reading problem. The argument is 
further supported by the Warrant that when the patient was a child her mother used to put 
the patient down.
Why is this a projection and not simply fact? One of the reasons why Carol wanted 
therapy was because of her guilt feelings about having left her first child, who was 
handicapped, in care. The Alternative, which could have been that the Grandmother was 
expressing concern about her grandchild, is not considered. Additionally the statement in 
the Warrant supports the idea that the patient’s mother is put in the position of the ‘bad 
mother’. Finally from the passage it is clear that to put forward this argument gives the 
patient some relief from anxiety. As discussed above the effect on the relationship of the 
use of this kind of distortion is that it puts not only the patient in a black and white 
situation, but it also forces the therapist if he/she is to remain in touch with the patient’s 
material also in a black and white situation, where he/she may end up colluding and then 
not helping the patient, or he/she must confront the distortion, and that may create tension 
in the therapy relationship. In fact in this instance the therapist colludes with this 
defensive manoeuvre, by criticising to the patient’s mother, see diagram (Therapist 49) 
p264.
The final examples of projection come from Andrew’s therapy as described in chapter 10. 
Andrew is a homosexual musician, concerned about why his relationships don’t last. The 
first example is to be found in frame 51 pp276-278. The (Patient 51) p278 Claim is that 
he is not in control of his thoughts about sex. The therapist has presented him with a 
(Therapist 51) p277 Challenge to think about why the patient’s thoughts in the therapy are 
dominated by sex. In other words the therapist has challenged the patient to reflect on the 
nature of his own thinking. The patient refuses to do this, he says in (Patient 51) Claim, 
‘Thinking of sex is not under my conscious control -  sex comes whingeing into my
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thoughts’. In this Claim the patient says that he cannot take responsibility for his thoughts, 
the control is located somewhere else. The Warrant ‘it is very peculiar’, gives some 
suggestion that indeed there is something strange going on. The Backing spells out the 
situation. It is clear that the patient does not want to reflect on his thinking or to take 
responsibility.
The next example is very similar, it is described in frame 52 pp279-281. The therapist is 
commenting on the nature of Andrew’s relationships in (Therapist 52) p280 Challenge, 
with an underlying assumption in the therapist’s Backing that the patient’s relationships 
are on a destructive path. There has been a couple of failing relationships in Andrew’s 
life lately. The patient responds by denying any responsibility for these failures. In 
(Patient 52) p281, the Claim he indicates, ‘Not right stage, or attributes for successful 
sexual relationships. The Warrant shows where he locates the difficulty, ‘the problem is in 
current situational attributes’. The Backing spells out the need not to take responsibility, 
‘problem is not my responsibility, it is related to my lover’s physical attributes’. In other 
word’s it was his lover’s ‘fault’.
In all the above examples of projection the patients are trying to deal with distressing 
feelings, which have arisen in the relationship with the therapist. They are doing it by 
either a direct response to something the therapist has said or as an association to 
something that has been said by the patient or the therapist. In some instances the distress 
has been projected onto the therapist there and then as in frame 12 pp 108-110. 
Responsibility has been projected onto the therapist as in frame 23 pp 154-156. When the 
distress has been projected onto the therapist is has been easy to recognise, as the 
additional information from the interaction has made it possible to check it out. In the 
instances when difficult feelings such as aggression or a need to think has become located 
somewhere else like in something called circumstances as in frame 37 pp211-213, or in 
the patient’s mother as in frame 49 pp262-265, it is not necessarily possible to check out 
with certainty that the patient isn’t talking of external reality. The argumatics analysis has 
however made it possible to isolate difficult feelings belonging somewhere else, and the 
effects of doing this on the patient’s thinking.
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This way of thinking had a consistent effect on all the patients described above. They all 
were left with a feeling of being victims in a black and white world. While the 
projections were active they reached a form of cul-de-sac in their thinking, nothing new 
could be thought about.
The effect on the therapy relationship was evident. The patients created an either-or 
situation. In these instances the therapists were faced with a choice, if they recognised 
what was going on. Either the therapist had to address the patient’s defensive thinking or 
to collude with it. To address the defensive thinking would of course mean that tension 
might arise in the relationship, so pressure to collude may have been felt by the therapist. 
However to collude meant that the therapist joined the patient in the cul-de-sac Claim. In 
one instance the therapist solved this dilemma by introducing a, in this context unrelated 
topic frame 46 pp245-248.
In psychoanalytic language, projection and projective identification creates splitting and 
persecutory anxiety. Laplanche and Pontalis (1973) quoting among others Sigmund 
Freud, note that the effects of projection are feelings of paranoia. The examples quoted 
above would support this as the patients all felt like victims or potential victims. The 
effect on the interaction has only been discussed in the literature in connection with 
projective identification, when an unwanted feeling state is induced in the other party. It 
has not been possible to identify in this research whether any discomfort experienced by 
the therapists in the interactions have been induced by the patients, but it has been shown 
that it has a characteristic effect on the interaction, creating a dilemma for the therapist in 
the manner described above.
Different types of uncomfortable feelings were projected by the different patients. John 
was projecting something felt to be stressful. George was projecting responsibility for his 
difficulties. Elizabeth was projecting feelings arising from a suspicion that she was or had 
been used or abused. Mary was projecting feelings of anger and destructiveness, which 
Melanie Klein would call projection of the death instinct. Steven was also projecting 
aggression, which in Kleinian terms can be understood as, projection of the death instinct. 
He was also projecting responsibility and feelings of neediness. Carol was projecting ‘the
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unhelpful, bad mother’; in Kleinian terms this could also be an example of projection of 
the death instinct. Andrew was projecting responsibility and aggression, again in Kleinian 
terms this constitutes projection of the death instinct.
11.3. Denial
Denial was one of the most common defences encountered in the analysis. The incidences 
of Denial encountered will be subdivided according to what is denied. The following 
subcategories were suggested by the analysed material: Denial of inner or Psychic reality, 
which means denying significant feeling states, denial of a need to think, denial of 
responsibility which is often accompanied by Projection, denial of external reality or some 
aspect thereof. Many of the instances of denial had a distinctly omnipotent quality. In fact 
where omnipotent thinking was evident without a specific expressed denial, this denial 
was nevertheless evident from the context. Many of the instances can fit under more than 
one heading. Many instances of denial will also constitute a denial of the significance of a 
relationship on which the person relies, thus constituting a manic defence as described by 
Melanie Klein 1946 and Rosenfelt 1983.
Denial o f  inner or psychic reality
The first incident can be found in frame 1 pp77-80 (Patient 1) p79 of John’s therapy as 
described in chapter 4. This incident has already been described under the heading of 
Concrete thinking. The therapist is challenging (Challenge), the patient John to think 
about which part of his symptomatology could have a psychological root. This happens in 
an atmosphere, in which it appears that the patient is not at all prepared to entertain any 
possibility that psychological factors might be at work. The patient responds in a very 
concrete way, by dividing up his symptoms. In the section related to (Patient 1), the patient 
says in the Claim ‘The hyperventilation and shaking had been caused by stress 
(psychological), but the feeling of unbalance was not’. The evidence for this was that the 
feelings of unbalance had been there before, the Warrant. In the relevant vignette, the 
patient is changing the meaning of the therapist’s communication, by making it very 
concrete. Inner reality is denied and split off.
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The next example is from the same patient John in frame 2 pp80-82. This incidence has 
been described under the heading of concrete thinking. The therapist asks metaphorically 
what the patient has had to ‘hold onto’ in the Challenge. The patient responds in a 
concrete manner that he has had church furniture to ‘hold onto ‘ in the Claim. He is thus 
changing the level of communication and thus denies his psychic reality.
The next example is from the same patient John in frame 4 pp85-87; this incidence has 
been described under the heading of concrete thinking. The therapist is challenging the 
patient in the context of the patient talking about the meaning of being a priest. He talks 
as though it had the same meaning for him as his previous job with the railways. The 
patient responds in the section related to frame (Patient 4) p87 in the Claim, by saying that 
for him it is of equal value to work for the railways, as it is to be a priest. He verbalises a 
Backing that the idea of priesthood being something different is a modem idea. What has 
taken place here is that the issues of spirituality which the therapist tried to talk about 
have been lost by turning this into something concrete and denying, both the issue and at 
the same time the psychic reality of the possible conflicts in the patient’s mind about 
being a priest.
The following example comes from the same patient John. In his second session he says 
in the Claims in frame 11 pp 106-108 (Patient 11) pi 06, that nothing of relevance is going 
through his mind. He provides a Warrant for this statement by saying, ‘I have gone 
through the ground to its limits’. There is the same quality to this statement as there was 
in the previous one, the patient really believes what he says, although the statement is 
unlikely to be tme. Coming to your second session of therapy, it is unlikely that nothing 
goes through the patient’s mind. Thus this constitutes a denial of his psychic reality.
The next example comes from the same patient John and can to be found in frame 14 
ppl 15-118 (Patient 14a) pi 18. This incident has been described under the heading of 
concrete thinking. The patient has used an analogy as he was describing approaching 
anxiety provoking thoughts. The therapist has tried to expand on what the patient has just 
said. This however has created too much anxiety in the patient’s mind and he immediately 
reverts to concrete thinking by saying ‘ It is only about breakdown of two levels of water 
and of no significance, (Patient 14a) Claim. He has thus not only reverted to concrete
308
thinking but also denied the aspect of his psychic reality which he only moments earlier 
had tried to introduce.
In frame 15 pp 120-123 the same patient John has started to talk about his anxiety. This 
incidence has been described under the heading of concrete thinking. The Patient tells his 
therapist that he fears his symptoms could lead to a frightening mental illness like 
schizophrenia. The therapist amplifies the patient’s fear. This increases the anxiety to 
intolerable levels for the patient and he denies his anxiety by saying, he only mentioned 
schizophrenia as it was the only mental illness he knew about (Patient 15a) p i23 Claim.
In frame 16 pp 123-125 the therapist has made an interpretation that the patient John had 
felt frustrated in the previous session. The patient denies this in (Patient 16) p i25 Claim, 
in a rather omnipotent way as he says he did not feel frustrated, he provides the Data, 
because he knew that the therapy had a two-fold purpose, ‘to get rid of what was wrong 
and to help research’. Why should these reasons mean that he could not be frustrated?
In frame 17 ppl25-128 the patient John says in the Claim that there are no more particular 
worries ‘as all terrifying worries have been checked out’. This denial is presented in the 
context of a lot of anxiety having been expressed, such as in frame 15. This denial has an 
omnipotent quality.
An even more extreme example of denial by use of omnipotent thinking can be found in 
frame 18 ppl28-132 of John’s therapy. The discussion centres on anxieties, which have 
been hinted at by the patient. He has mentioned that he has had fears of major mental 
illness, as shown in frame 15. This is however denied in an omnipotent way in frame 18 
(Patient 18) p i29 Claim. The patient says in the Claim that he now knew that he did not 
have schizophrenia, he adds as Data, because the Schizophrenia Society was meeting in 
the Church Hall. This meant that he had learned about it and had thus been able to 
eliminate it, a Backing that is verbalised. He adds that it was just a name that popped into 
his mind as a Warrant. Later in the same frame (Patient 18a) p i31 he introduces the 
Claim that not only has he ‘eliminated schizophrenia but also depression’. At the same 
time he has to admit that his symptoms still continue. The patient is denying his anxiety, 
his state of mind.
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In frame 19 pp 135-138 from John’s therapy, the context is that some thinking has taken 
place and some anxiety has been tolerated as the patient has realised that his symptoms 
have a psychosomatic aspect. The therapist makes a transference interpretation that the 
patient wants the therapist to reassure him (Therapist 19) p i37 Challenge. This is denied 
by the patient in (Patient 19) p i36 Claim. He is thus denying the emotional reality of 
feeling vulnerable and needy in the face of his anxieties. The patient is now defending not 
only against his anxieties but also against an awareness of the importance of the 
therapeutic relationship, thus this defensive manoeuvre could be seen as constituting a 
manic defence. Rosenfeld (1983), discussed how the manic defences are aiming, not 
only to deny an inner reality, but also the value of anybody the person actually depends 
who is then experienced as bad in some way.
The next example is described in frame 20 ppl 38-141 of John’s therapy. Towards the end 
of this therapy the therapist is suggesting that, as he feels that something important had 
taken place between them, the patient might feel some alarm about ending (Therapist 20) 
p i39 Challenge. The patient responds in (Patient 20) p i40 the Claim by denying that 
there is any alarm, the Data is that his most alarming symptom had not gone, he adds a 
Warrant that he didn’t think it would go. In this instance an inner reality is denied, and not 
thought of as a possibility or Alternative. This is another example of a manic defence. 
The patient is defending against an awareness of the recognition that the relationship 
between him and the therapist might have had some value and may therefore be missed.
The next example comes from the therapy of George as described in chapter 5, and can be 
found in frame 25 pp l60-163. This incidence has been described under the heading of 
concrete thinking. The patient is expressing anxiety that he might ‘snap like before’, the 
Claim. The therapist is trying to amplify this statement by suggesting that the patient 
might fear a breakdown, the therapist’s Challenge. This however heightens the anxiety too 
much and the patient reverts to concrete thinking and denial of the anxiety he has just 
expressed by saying that he has never experienced breakdown in the sense of ‘complete 
collapse’, (Patient25a) p i63 Claim, and further more he says he does not know what it 
involves, (Patient25a) Warrant. He is thus implying that if he does not know what it is he
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cannot fear it. He has thus denied his anxiety, which he has expressed only moments 
before.
The next example can be found in frame 26 ppl 64-168 from the therapy of George. The 
context is that the patient has expressed an assumption that the therapist must be very 
familiar with the therapy situation. The therapist has suggested that the patient may feel 
‘quite’ out of control in the therapy situation, (Therapist 26) p i64 Challenge. This 
prompts the patient to respond as a (Patient 26) p i65 Claim by saying he feels completely 
in control. This constitutes a denial of his psychic reality. After all he has produced some 
evidence that he does feel at least to some degree out of control such as in frame 25. The 
use of the word ‘completely’ in this context suggests that this denial has an omnipotent. 
The discussion is centred on the relationship between the patient and the therapist, and 
thus the denial in this context suggests that the defence is a form of manic defence.
The next example comes from Elizabeth’s therapy as described in chapter 6. In frame 30 
ppl 85-187 there has been discussion of Elizabeth’s relationship with men. She is thinking 
about an incident when she ended up sleeping with a man she did not want to sleep with. 
The patient provides the Claim, that, ‘I cannot trust my feelings’, this is accompanied by 
the Warrant that her feelings change and that she does not normally examine her feelings. 
In other words she has feelings she does not want to think about, whether changeable or 
not, thus she wants to deny the significance of her confused contradictory feeling. She is 
thus denying her internal reality.
The next example comes from Mary’s therapy as described in chapter 7, The mechanisms, 
which are evident in frame 37 pp211-213, are also described under the heading of 
projection. The context is that the patient has talked at some length about how she fears 
that she will cause some damage. In response to the therapist trying to explore this she 
changes her story (Patient 37) p211 to saying that she is a victim of circumstances in her 
Claim, she then adds that does not deliberately set fire to things as her Data. She is now 
the victim o f circumstances. Thus she has moved from expressing her anxiety to denying 
the bases or the psychic truth in it.
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The next example comes from Mary’s therapy and is described in frame 38 pp213-215. 
This instance has been described under the heading of projection. In the previous session 
there had been some difficulties in agreeing the times for the sessions. The therapist 
points out that this seemed to have caused the patient some frustration, the Challenge. The 
patient responds (Patient 38) p215, by saying that she did not feel a bit annoyed about the 
difficulties with times in the Claim. The Data is that it was just unlucky, and the Warrant 
is that she was just annoyed with the ‘situation’. Thus there is a denial of any possible 
feelings of disappointment, in the relationship with the therapist, and the annoyance is 
projected onto something called ‘the situation’. In other words the patient does not want 
to address the internal reality of the situation. That is the fact that the therapy relationship 
has had meaning and value.
The next example is from the same patient, Mary and is described in frame 39 pp217-219. 
The context is that the patient reports that she is feeling better, but she tries at the same 
time to find a multitude of reasons for this. In (Patient 39) p219 Mary reluctantly 
considers the possibility that coming to therapy might have been a factor, the Alternative. 
The main Claim is that the patient denies this by saying ‘I cannot see how it (therapy) is 
having an influence yet’. The idea that if she cannot see it, ‘it cannot be’, the implied 
Backing. She does however introduce a lot of uncertainty in her statement as in the 
verbalised Alternative, although a lot of other explanations are sought. The patient is 
trying to maintain some form of manic defence and tries to deny the significance of her 
relationship with her therapist.
The next example comes from the same patient Mary and is described in frame 40 pp220- 
222. The patient denies that she is trying to control the therapist, in the Claim, although 
he gives examples of her wanting sessions to go on longer, his Challenge. She does not 
want to consider to possibility that the therapist might be right, because this would lead to 
a recognition that something important was taking place between them, so this has to be 
denied. Thus a part of her internal reality is denied. This is another example of a manic 
defence.
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The next instance comes from the therapy of Mary and is described in frame 42 pp224- 
227. The context is that the therapist has been interested in what being a child from a 
single parent family has meant for Mary. Mary has never known her father. Mary makes a 
Claim that she can’t ever remember wanting a father. This was made in the context of 
Mary talking about how she felt at school when other children talked about their fathers. 
A desire to be guided was at the same time emerging in the therapy relationship 
(transference). Thus it is reasonable to assume that denial is at work here, although her 
statement has got a Warrant that, all other adults around her had made up for her not 
having a father. In fact this instance has an omnipotent quality. This can be seen as 
another example of the manic defences as what is defended against is the potential 
significance of a relationship.
The next example can be found from Steven’s therapy as described in chapter 8. The 
incident can be found in frame 46 pp245-248. The material comes from the penultimate 
session of the therapy. The patient implies that he feels worse now than before. The 
(Patient 46) p246 Claim is that the therapy has put doubts in Steven’s mind about whether 
the way he used to be was the right way and (Patient 46a) p248. The Claim is that now he 
does not know how to be helpful to his friends. In other words he feels more helpless as a 
result of his therapy. This suggests that he feels anger towards his therapist. If he can 
leave therapy feeling it was unhelpful, he does not need to acknowledge any sense of loss 
of his therapy or therapist. Thus this constitutes a denial of the loss of his therapy, and a 
denial of any positive significance of the therapeutic relationship. In fact it has a quality of 
triumphing over the therapist. Thus another example of the manic defences as the 
significance of a relationship is denied. In the post therapy interview Steven was able to 
recognise that something valuable took place in his therapy (see appendix 3).
The next instance can be found from the therapy of Carol as described in chapter 9. This 
mechanism is evident in frame 48 pp259-262. This patient suffered from guilt after 
having left one of her children, a handicapped daughter in an institution. The context is 
that the patient wants to believe that her other children are coping very well with her 
working, the Claim. At the same time she is talking about how the au-pairs who looked 
after her as a child were no good, that is her Warrant 1, however she maintains that her 
arrangements are good for her children, that is the Data. At the same time she reports as a
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Qualifier that one of her children is not sleeping well. This constitutes a denial of her own 
concern that maybe her children are finding her absence while working difficult.
The next example comes from the therapy of Carol and is described in frame 49 pp262- 
265 (patient 49a) p265. This instance has already been described under the heading of 
projection. Carol Claims that her own mother was critical, this constitutes the Claim. The 
Data is that that her daughter is not behind in reading’. The Warrant is that the patient 
complains that her mother used to ‘put Carol down as a child The essence of the 
argument is that Carol feels that her mother is putting Carols daughter down, by saying 
that she is behind in reading. Carol mentions at the same time that there has been some 
concern voiced by the teacher as well, but the teachers concerns are explained away. It is 
clear that under the circumstances the kind of concerns raised by Carol’s mother are 
bound to raise anxiety. Carol does deal with her anxiety not by thinking about whether her 
mother might have a point. Instead she denies that there is a problem and by doing this 
she denies her own conflicting feelings. Instead she projects ‘the problem’ onto her 
mother. Thus her own conflict is denied.
The next example from the therapy of Carol and is described in frame 50 pp265-268. The 
therapist has inadvertently made the patient reflect on her relationship difficulties in a 
wider sense. Carol admits that she found it difficult to make friends at school as her 
Claim. However the feelings of discomfort are quickly removed as the patient adds in the 
Warrant that as she has good relationships with her children. From this follows a Backing 
that she must be OK. Thus from having momentarily been in touch with conflicting 
feelings about herself, she quickly returns to a defended position, denying the anxiety.
All the above examples of denial have risen in response to a therapist’s Challenge. They 
are usually located in the Claim of the patient. They have been identified as denial, by 
looking at both the therapist’s and the patient’s statements together. Additional evidence 
for the fact that this might be a denial has been sought from the context and the patient’s 
argumentation. The nature of the Data and the Warrant has shown whether the patient’s 
Claim has substance.
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In the relationship this mechanism has a similar effect to projection, either the therapist 
leaves this particular exploration thus colludes or he/she continues to Challenge the 
defence creating tension. There has been a considerable overlap with other categories, 
suggesting that many other defences also constitute a denial.
Denial o f a need to think
The next subgroup has less of an omnipotent quality. It could be characterised as a ‘pre­
stage to full denial. These are instances which arise when a form of contradiction is 
present, or when the patient’s argument does not quite ‘add up’. Thus these are instances 
necessitating a need to think. In Freudian terms the material is probably preconscious. 
This does not mean necessarily that what is denied is the truth, it may also mean that it is 
somehow close by association to something which creates anxiety, thus to think about 
what is discussed may be useful but is avoided.
The first example is from the therapy of John (chapter 4). The example is described in 
frame 5 pp87-91 (Patient 5) p90. This incident has been described under the heading of 
concrete thinking. In the context of talking about his thoughts about being a priest John 
claims (Claim) that in spite of his difficulties (which might force him to give up the 
priesthood), he says, ‘It is my place to be a priest (rather than something else). The 
question, which has emerged in the therapy, is whether the patient’s symptoms, which 
might jeopardise his future as a priest, might have arisen because in some way the patient 
does have doubts about his choice of profession. No answer is necessarily suggested, but 
it seems that the idea might be worth thinking about. As shown above the patient denies 
the need to think about it.
The next example is from the same patient John and is described in frame 11 p p l06-108. 
This has already been discussed under the heading of denial of psychic reality. At the 
beginning of the second session, when he reluctantly returns to his therapy, the patient 
claims (Claim) that he thought that the patient and therapist had ‘more or less agreed that 
they had covered all the ground that it was possible to cover’. This was not what 
happened in the session before. Thus to make a statement like this means that some 
feelings or ideas were touched upon, that might require thought, but this is denied.
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The next example comes from the therapy of George (chapter 5), it is described in frame 
23 p p l54-156. This describes one of the earliest interactions between patient and 
therapist. Here the therapist comments of the patient’s style of communication. This 
incident has already been described under the heading of concrete thinking and under the 
heading of projection. The patient responds by saying the interview format is what he is 
used to, and he seemed to expect the therapist to keep things going between them, (see 
Claim and Warrant). There seems to be no willingness to reflect on his own functioning, 
thus this constitutes a denial of the need to think.
In the next example comes from the therapy of George, it is described in frame 24 p p l56- 
160. This incident has been described under the heading of projection. The therapist is 
wondering if the patient’s problems might have had an effect also on his marriage as her 
Challenge. There were suggestions in the material that this might have been the case. 
Whatever the truth of it might be, it is reasonable to assume that it is an idea worthy of 
thought. However the patient claims (Claim), that the only real problem he and his wife 
have is the dog. He has thus denied the need to think about the therapist’s suggestion any 
further.
In the same context George claims (Claim) in the same frame 24 (patient 24a) p i 60 that, 
‘What goes on at home is of no relevance to my problem’. In effect reinforcing the denial 
that his state of mind and his home situation and marriage might be interrelated, or at least 
that it might be something worthy of thought.
The next example comes somewhat later in the session. It is described in frame 26 ppl 4- 
168 (Therapist 26a) p i66 and (Patient 26a) p i67. The therapist comments on the patient’s 
style of arguing in the Challenge. The therapist comments that the patient has got a very 
intellectual approach to things. The patient’s response is to Claim that he is a very 
intellectual person. The Data is that he tries to be rational, and the Warrant that he has no 
experience of therapy. It could be argued that the therapist did not express her Challenge 
in a very helpful way to this patient who displayed a narcissistic personality, and greatly 
valued his intellectual achievements. However unwittingly this enabled the patient not to 
reflect on what is being suggested. The therapist tried to draw the patient’s attention to the 
fact that there seemed to be very little feeling in the way he presented himself. Thus it
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amounted to a denial of a need to think. This instance has also been classified under the 
heading of concrete thinking.
These instances have been identified in the argumatics analysis in the same way as the 
instances of a denial of a significant feeling state, described above.
Denial o f Responsibility
This category, emerged from the material found in the Data. It was observed that the 
patients in this sample frequently showed a tendency to put forward an argument such as 
‘it is not my fault or my responsibility’. This was often but not always accompanied by a 
projection of the responsibility onto someone or something. Most of these instances have 
already been mentioned above under the heading projection, when the underlying denial 
has been dealt with by projection. At the same time these patients relinquished on those 
occasions their power to influence their lives in important respects.
The first incidence can be found in frame 24 p p l56-160. The example comes from the 
therapy of George (chapter 5). This incident has already been described under the heading 
of projection. The therapist is wondering if the patient’s difficulties have caused tensions 
in the patient’s marriage (Challenge). The patient denies the presence of problems at 
home (Claim). He admits that there is tension between his wife, but ‘only about the dog’. 
Thus he denies any responsibility of being part of creating tension, instead the cause of 
tension is displaced/projected onto the dog (Patient 24a) p i60.
The next examples come from the therapy of Steven (chapter 8). This example is 
described is described in frame 45 pp241-243. This incident has already been described 
under the heading of projection. The therapist is encouraging the patient to tell him about 
the traumatic events, which took place in connection with Steven’s son having been 
sexually involved with his male teacher. Steven talks of how angry he is with his son, 
evident in the Claim, Warrant and Backing. There is no thought of how the patient may 
have contributed to his son seeking intimacy with his teacher. As a result the patient feels 
persecuted, angry and helpless, but not responsible in any way. Thus there is denial of 
responsibility and a projection of this responsibility onto the son. In this instance the 
therapist is colluding with the defence by amplifying how the patient feels.
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The next instance comes from the same patient Steven, and is described in frame 46 pp 
245-248. This incident has been described under the heading of projection. This is the 
penultimate session of this therapy. The patient feels he now feels more confused than 
before his therapy (Claim). The patient feels he cannot now he helpful to his friend in the 
way he used to, (Warrant). The implication is that the therapist has ‘done’ something to 
make things worse for the patient. Thus the responsibility for the patient’s emotional state 
is denied and projected onto the therapist. The therapist is trying to connect these feelings 
to the ending of the therapy (see Challenge), but the patient is not able to use this 
interpretation. The patient’s defensive manoeuvre amounts to a triumphing over the 
therapist, thus this could be understood as another example of the manic defences.
The next example is from the same session of Steven’s therapy. It is described in frame 47 
pp 248-251. This incident has been described under the heading of projection. Steven is 
discussing his sex life with his wife. He feels that their sex life is bad or non-existent 
because o f his wife, (see Claim and Warrant). Thus he denies his responsibility, and 
projects this onto his wife.
The next example comes from the therapy of Andrew (chapter 10). The first incidence is 
described in frame 51 pp276-278. This incident has been described under the heading of 
projection. The therapist has commented that the patient is very focused on sex (see 
Challenge). The patient responds by denying responsibility, by Claiming that he can’t help 
it. He says ‘It is not under my control -  sex comes winging.. .’, the Claim. He has thus not 
only denied responsibility, but has also changed the level of communication, and is not 
reflecting on why this might be the case.
The next example is from the same patient, Andrew and is described in frame 52 pp 279- 
281. This incident has been described under the heading of projection. The therapist is 
inviting the patient to reflect on yet another breakdown of a relationship. The Patient 
responds by blaming his lover’s physical attributes, thus denying his responsibility and 
projecting it onto his former lover, (see the Claim, Warrant and Backing).
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The final example comes also from Andrew’s therapy and is described in frame 53 pp 
281-285. The therapist is continuing to try to get the patient to reflect on what he does in 
his relationships. He wonders if the patient rejects his lovers as an attempt to be in 
control, (see Challenge). The patient says he has not really rejected he latest lover as a 
Claim, he has only rejected him physically as Data. He adds a Warrant that he would 
much rather be faithful to his latest lover. The Backing is a suggestion that this state of 
affairs is not his responsibility. Thus he is denying responsibility for his rejection. He 
continues to create this split between a physical and an emotional relationship (Patient 
53a), p285 he says ‘Sex and feeling are two separate things’ and he claims (Claim) that 
his relationship with his former lover has in fact ‘deepened’. Thus moving even further 
away from taking responsibility for his rejection.
These incidents have been identified in the argumatics analysis in the same way as denial 
of significant feeling states, described above.
Denial o f Aspect o f external reality
There is only one examples of this type of denial.
This example can be found in John’s therapy (chapter 4) and is described in frame 13 
ppl 10-114. The patient claims (Claim) that he thought that there had been some kind of 
agreement between him and the therapist that they had covered all the ground, which it 
was possible to cover. He does not base this statement on anything, except he says, from 
talking to the therapist he had reached the conclusion, this is the Data. This statement has 
got a distinctly omnipotent quality. Nothing of this sort had in fact taken place so this 
represents either a conscious or an unconscious denial of external reality.
This instance has been identified in the argumatics analysis in the same way as the above 
forms of denial.
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The sub-categories used in this analysis emerged out of the analysed material. The first 
category of denial of a significant feeling state can de described in Kleinian terms as a 
denial of inner reality. Klein describes how this form of denial is intrinsic to what she 
calls the manic defences. This means that significant feeling states are denied and 
importantly the significance of a relationship is denied.
By far the largest identified sub-category was denial of significant feeling states. In many 
instances this involved also a denial of the significance of a relationship. The instances of 
denial of the significance of a relationship usually involved a denial of the significance of 
the therapeutic relationship. The sub-category of denial of responsibility also involved a 
denial of the significance of a relationship. Under this sub-category was included also 
several instances of denial of a significance of external relationships. Many of the sub­
categories of denial were often accompanied by a projection and could be seen as a first 
step in the process of projection. The category of denial of a need to think arose because it 
was frequently observed how the therapist’s Challenges were ignored or by-past without 
thought. All the examples quoted under this sub-heading shows the characteristic Tack of 
thought’, at the very moment when the subjects were challenged to reflect.
The final form of denial, which was observed, was the denial of external reality. This one 
was the easiest to identify and corresponds most closely to what has been described as 
classical psycho-analytic denial. There was only one instance of this form of denial 
described in frame 13 ppl 10-114. The patient makes a statement about what had 
happened between the patient and the therapist the previous session. The material from 
the previous session however shows that nothing of the sort took place. However it is 
also possible to understand the nature of this defensive manoeuvre by looking at the 
interaction described in frame 13. This instance comes closest to Sigmund Freud’s (1925) 
original idea of negation.
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The incidents of denial were observed as events in the therapeutic relationship and have in 
the argumatics analysis been identified in the interaction. It is of course possible that the 
therapists are simply on the wrong track and that a denial is appropriate and not a defence. 
The defensive nature of these instances has been deduced from the nature of the 
argumentations, which the patients were using and how the patients were substantiating 
their Claims.
I have described each instance of denial as an event in the therapeutic relationship, which 
colours the interaction between patient and therapist. It stops further exploration unless 
the defence is in it self challenged. The sub-categories can serve as a suggestion of how 
these may be challenged.
11.4. Destruction of meaning
All the incidents described under the heading of concrete thinking can also be categorised 
under the heading of destruction of meaning. However there are also other examples of 
destruction of meaning. An example of this can be found from Andrew’s therapy (chapter 
10) described in frame 51 pp276-278. This incident has also been described under the 
headings of projection and under the heading of denial of a need to think. The destruction 
of meaning in this example happens when the therapist is challenging (Challenge) the 
patient to reflect on how the patient is thinking in the session and how his thoughts are 
dominated by sex. Instead of engaging in thinking, the patient responds as in the examples 
categorised under the heading of concrete thinking by changing the level of 
communication or retreating into a helplessness created by a denial of responsibility. In 
this instance the patient retreats into a form of ‘I can’t help it’, when he implies that it just 
happens (Claim). The Challenge is not addressed, the issue of why this might be the case 
is not thought about.
What is destroyed, is the fact that the therapist is trying to talk of the meaning of this 
behaviour. This can be deduced from the fact that in the argumatics analysis of the 
patient’s communication there is no reference anywhere to the idea of meaning while the 
therapist’s communication shows some attempt to think of meaning, (see Warrant).
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11.5. Displacement
Laplance and Pontalis (1980) described Displacement as follows:
The fact that an idea’s emphasis, interest or intensity is liable to be detached from it and pass onto 
the other ideas, which were originally of little intensity but which are related to the first idea by a 
chain o f association.
Most incidents, which could be described as displacement in this analysis, have been 
described under the heading of projection. There appears little distinction between 
projection and displacement as presented in the interactions between the patients and 
therapists participating in this research. There was only one incident where the focus of 
the disturbance shifted in such a way that to describe it only as displacement seems more 
appropriate. This incident is described in frame 28 p p l80-182 of Elizabeth’s therapy 
(chapter 6). In this frame Elizabeth describes her feelings of shock as she saw the painting 
of herself naked and blind folded. She moves from getting close to feelings that she has 
been exploited (see Claim and Data) to feelings that she does not like what her body 
looks like, the Warrant. In other words the focus of the disturbance has shifted from 
feeling disturbed about the possibility that she has been subjected to some kind of abuse 
to feelings that she is ugly. This could also be understood as an internalisation of what is 
felt to be ugly.
The displacement is seen in the movement from the Claim and its impact to the Warrant, 
which gives it a different emphasis, and also to a different Backing, focusing on what the 
patient felt her body looked like.
Thus projection can be seen as a displacement but displacement can in itself be something 
different from projection, depending on where the disturbance comes to be located.
11.6. Reaction Formation
Laplance and Pontalis (1980) describe reaction formation as follows:
Psychological attitude or habitus diametrically opposed to a repressed wish, and constituted as a 
reaction against it.
What could be described as reaction formation was only observed in the therapy of 
Elizabeth (chapter 6). The first incident is described in frame 27 p p l77-180 (Patient 27)
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p i78 and (Patient 27a) p i80. The patient is telling the therapist of how confused, 
disturbed and passive she felt as a result of seeing the completed painting of herself naked 
and blind folded (Patient 27) Claim, Data, Warrant and Backing. The therapist (Therapist 
27) p i79 reinterprets the patient’s confusion by giving it a positive connotation by saying 
that maybe she was trying to be more active, in the Challenge. The therapist’s intervention 
opens the way for the patient to use reaction formation. The patient can now say that as 
she had wanted to be painted like that it meant that she was in control. Thus feelings of 
being out of control have been transformed into feelings of being in control (Patient 27a) 
p i80 see Claim, Warrant and Backing. The movement in the patient’s mind takes place 
from the communication described in (Patient 27), aided by the therapists intervention, 
the Challenge, to a complete turn around in the communication described in (Patient 27a). 
The shift can be seen in how, although the patient is describing the same issue the 
Backing in (Patient 27) and the Backing in (Patient 27a) has changed into its opposite.
The next example comes from the therapy of Elizabeth and is described in frame 29 
p p l82-184. The patient and the therapist are continuing to discuss the painting. The 
therapist suggests that the purpose of modelling for the painting may have been the 
patient’s way to get rid of ‘ the passive woman within her’, the Challenge. This leads the 
patient (patient 29) p i84 to move from getting close to feelings that the painter had 
abused her somehow as happened in frame 27 and 28 to her saying, ‘but I like the 
painter’, the Claim. Thus feelings of maybe anger and resentment become feelings of 
‘liking’.
To identify this instance it was necessary to use the material described in frames 27 and 
28 as a background to see how the feelings have changed from feeling disturbed to ‘being 
in control’.
In fact to identify this mechanism of how feelings change into their opposites it is 
necessary to look not only at the interaction in any one frame but also at several frames at 
the same time. The interaction shows in these instances how the defensive manoeuvre is 
achieved by the help of the therapist.
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It is not clear from the examples above if this is a defence against an unconscious wish, 
but the defensive thinking does appear to protect the patient from anxiety.
The function of this mechanism in the therapeutic relationship does not appear to be one 
of obstructing or not co-operating as has been the case with many of the other 
mechanisms described above. In fact the therapist and patient seem to be working together 
in creating defences, in these instances.
11.7. Identification/ Introjection
These two mechanisms were put together as both in the literature and in the analysis there 
appear little distinction between them. Laplance and Pontalis (1980) describe them as 
follows:
Identification is a psychological process whereby the subject assimilates an aspect, property or 
attribute o f the other.
Introjection is a process whereby the subject transposes objects and their inherent qualities from 
the ‘outside’ to the ‘inside’ o f him/herself.
There were only two examples of this defence from the therapy of Elizabeth described in 
chapter 6. The first can be found in frame 28 pp 180-182. This instance has already been 
described under the heading of reaction formation. The context is that Elizabeth has been 
wondering about if she has exposed herself to abuse by doing life modelling. The Claim is 
that the painting looked bizarre The Data is that this was because of the combination of 
nakedness and the blindfold. The Warrant however is that ‘the fleshiness of a woman’s 
body was somehow disturbing. The implied Backing then becomes that the disturbing 
element was her own body. Thus she had moved from a position that what was disturbing 
was something which happened between her and the painter to what was disturbing was 
her body.
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The second instance comes also from the same patient’s therapy and is described in frame 
30 pp 185-187. As above the patient and the therapist have been talking about whether the 
patient has felt used or even abused by the painter for whom she has been modelling. In 
this section Elizabeth says that she would like to continue to meet with the painter as she 
feels she has somehow used him. In other words she has identified with whom she has 
felt the painter to be. This could be seen as an example of what is known as identification 
with the aggressor. Elizabeth has introjected an aspect of her Object.
This instance has the same quality as the instances of reaction formation described above. 
But the turning things into its opposites has in this instance been achieved by the patient 
‘taking into herself the aggressive qualities. In order to identify this instance, it has been 
necessary to look at several frames, 27 to 30 to get the transformation of the expressed 
feelings.
11.8. Manic defences
In the analysed material as presented in this chapter a number of defences have been used 
in ways which correspond to what Klein and Rosenfelt described as the Manic defences. 
These have been highlighted as they occurred. The theory suggests that it is a state of 
affairs which occurs at the threshold of the Depressive Position when the awareness of the 
importance of a given relationships becomes possible. The individual finds this 
threatening and denies his own psychic reality and denigrated or triumphs over or 
devalues his Objects so that he does not have to become aware of his/her dependency on 
his/her Objects. The Data from these patients suggests that there can be a denial of 
psychic reality even when there is no suggestion of an awareness of the value of the 
Object. This was the case at the beginning of John’s therapy. However there were several 
instances of what could be seen as corresponding to the description of the Manic defences, 
where the need appeared to be to defend against a true recognition of the value of the 
Object. This was the case for instance with Mary, who did not want to recognise the value 
of her therapist.
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11.9. Another Defence
Most incidents of defence encountered in the Data can be classified under the above 
headings. However there was one instance where it could best be described differently. In 
the therapy of John (chapter 4) in frame 10 pp 100-102 John is Challenged to think about 
his murderous feeling towards a colleague. He accepts the Challenge and does indeed 
recognise that he has had these feelings, but he defends against the impact of this 
realisation by making it ‘a special case’. He does a type of isolating exercise, and says this 
does not happen under any other circumstances. This mechanism has been identified by 
comparing the Claim, and the Warrant in the diagram (Patient 10) p i02.
11.10. Tolerance of anxiety/ thinking
In contrast it can be useful to examine some of the incidences where the patients were 
able to tolerate anxiety even for a short while so that some thinking could take place and 
the possibility of insight was there. Hanna Segal 1980 shows how psychoanalysis has as 
an aim to increase the patient’s freedom of thought, she says:
Freedom of thought-and at best, I think we still have very limited freedom in that respect-means 
that freedom to know our own thoughts and that means knowing the unwelcome as well as the 
welcome, the anxious thoughts, those felt as ‘bad’ or ‘mad’, as well as constructive thoughts and 
those felt as ‘good’ or ‘sane’. Freedom o f thought is being able to examine their validity in terms o f  
external or internal realities. The freer we are to think, the better we are to judge these realities, and 
the richer are our experiences. But like all freedoms, it is also felt as a bind in that it makes us feel 
responsible for our own thoughts.
These are incidents when the value of another person could be recognised. All patients 
except Andrew and Steven had moments where anxiety could be tolerated and thought 
about. In the following I will give an example from each of the five patients and 
references to more examples.
In John’s therapy (chapter 4) there was evidence of a capacity to tolerate anxiety in frames 
9, 15, 17,21,22.
In frame 22 pp 142-144 in one of the later sessions of John’s therapy the therapist suggests 
that the patient may sometimes have felt truly desperate, in the Challenge. The patient
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agrees and admits to having felt something like suicidal at times, as he remembers times 
when he woke up feeling truly desperate in his Claim. He backs this up in the Data by 
saying he would not have minded if he had some deadly disease. The Backing is implied, 
that is, that John must have felt suicidal, thus it is consistent with the Claim and Data. In 
this instance John is tolerating anxiety and feels safe in the presence of the therapist to 
think about difficult feelings.
In George’s therapy (chapter 5) there was only one brief moment when George could 
allow some recognition of his internal state. This is described in frame 25 pp 160-163 
George admits that at times he feels ‘a knot’ inside himself and feared that something 
might ‘snap like before’, the Claim. The therapist’s amplification, the Challenge, of these 
feelings however leads to George returning quickly to his defended position.
In the therapy of Elizabeth (chapter 6), Elizabeth made many attempts to explore her 
anxieties, these are described in frames 27, 31, 32, 33, 34, 35. However in this therapy it 
appears that Elizabeth’s therapist was not helping to bring out these anxieties but was her 
self defending against the emerging anxieties. At the same time it appears that Elizabeth 
was on occasions introducing confusion and anxiety in order not to think, as in frame 33 
ppl93-196.
In frame 35 p p l98-201 Elizabeth recognises that there has been some value in thinking 
about how abusively her father had behaved in the patient’s childhood, the Claim. She 
does not defend against this realisation but states later (patient 35a) p201 that she does not 
want to ‘revisit abuse’, in the Counter-Claim.
In Mary’s therapy (chapter 7), Mary shows evidence of tolerating difficult feelings in 
frames 36, 41, 44.
In the section relating to frame 41 pp 222-224, Mary expresses her vulnerability by saying 
in the Claim, ‘I assume that you have got some ideas of control’, and in particular in the 
Data supporting the Claim by saying, ‘I need some guidance’. At the same time she also 
says that she assumes that the therapist is in control. In doing this she has some 
recognition of her dependence on the therapist.
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In Carol’s therapy (chapter9), Carol only tolerated anxiety for one fleeting moment. This 
was described in frame 50 pp265-268.
In response to the therapist asking Carol if she felt she was a powerful person in the 
Challenge. Carol momentarily reflects on the fact that she had had difficulties forming 
relationships when she was a child, in the Claim. For a moment she does not blame her 
difficulties on someone else. However she cannot tolerate this very long and in the next 
sentence she ‘forgets’ and says she has no difficulties with her children, this is offered as 
a Warrant.
These instances have been identified from the argumatics analysis from the patients’ 
statements usually from the Claims arising in response to a demanding Challenge from 
the therapists. The patients have in these instances been able to consider the therapists’ 
Challenges. When these moments have been analysed the patients’ diagrams show a 
degree of consistency in the Claims and Data at least. In the above mentioned examples 
there was further broad agreement also in the Warrants and Backings in frames 22, 25, 33, 
35 and 41.
These are not moments when the patients are simply complying and just accepting some 
‘guilt’, but moments when they are struggling with uncertainty. These are also events 
when there is a correspondence between therapist’s level of communication and the 
patient’s level of communication, when they are so to speak ‘ speaking about the same 
thing’. This has been established by looking at the therapists’ and patients’ 
communication together in each frame.
This chapter has described each mechanism in detail as identified by the analysis. The 
mechanisms as identified here bear a resemblance to the defence mechanisms as described 
in the literature, however additional subcategories have also been identified under the 
heading of denial. In some instances mechanisms have been categorised under several 
headings. The therapist’s styles had clearly a bearing on how the mechanisms emerged. 
Moments of relatively undefended communication have also been described. These were 
moments when some thinking took place paving the way to new meaning.
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The next chapter will describe the different therapists’ styles as they emerged from the 
analysis.
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12.Therapist styles
This chapter will describe each of the different therapists and their idiosyncratic styles as 
they emerged from the analysis. The patients/subjects in this study were seen by five 
different therapists. Two of whom were CAT (cognitive analytic therapists), these were 
therapist, J. and A., and three were medically trained psychotherapy registrars, these were 
therapist K., I., and G .
Therapist J.
This female therapist treated two of the patients, Elizabeth and Carol. This therapist’s 
interventions, can be seen in frames 27 -  35 (chapter 6) and frames 48 -  50 (chapter 9). 
Therapist J. was trained in counselling and was treating both the patients under 
supervision, using a CAT (cognitive analytic therapy) model. Her style was rather 
collusive and it does not appear that she was aware of the patients’ defensive 
communications. She was principally engaged in an activity, which could be described as 
‘positively re-framing the patients dilemmas’. This happened for instance in frame 29 
pp 182-184. In this frame the patient was beginning to worry about what she was doing to 
herself. The therapist did not help the patient to keep on thinking, instead she re­
interpreted the patient’s situation in a positive way, giving the message that ‘things are 
really OK and no further thought is required’. This is evident in the Challenge, Warrant 
and Backing of frame 29 (Therapist 29) p i83. For instance the Warrant is verbalised to 
the patient as follows ‘(the painting of you naked and blindfolded) is like the execution of 
the passive image of you’.
In frame 49 pp262-265, the therapist actively supported the patient’s projection. Carol 
had started to talk about her own mother as the ‘bad mother’. The therapist supported the 
patient’s view. This is evident in the Challenge, Data, Warrant and Backing (Therapist 
49) p264. It is of course possible that the therapist recognised that the patient was 
defending against thinking about her own failings as a mother, but the therapist chose not 
to challenge the defences. This may have happened as a result of pressure from the 
patient. The impression remains however that this therapist was not able to recognise or 
willing to help her patients to discover new meaning.
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The independent psychoanalytic assessments with regard to Elizabeth, on p203, supports 
this view. The independent psychoanalyst commented on the rather cosy atmosphere in 
the session, he said, ‘ I suspect that the pleasant and somewhat entertaining tone of the 
interview would have changed if, the client had been put in touch with what she was 
doing
He also commented on the interaction between Carol and therapist J. on p270 as follows, 
‘the interviewer, keeps everything very reasonable and so is, in this interview seemingly 
unaware of how she is being controlled and being made to offer re-assurance’.
In the post therapy interview, see appendix 3, Elizabeth reported that she liked her 
therapist. Maybe she liked her because she did not challenge her but broke her isolation at 
least for a while. At the same time Elizabeth may have been aware of an unhelpful 
collusion as in frame 32 pp 190-192. Elizabeth insisted that something was wrong. The 
histogram showing frequencies in pre-occupations on p202 did not reveal any significant 
change. Carol refused to be interviewed after the therapy but her histogram on p269 
showed that very little change had taken place during the therapy.
Therapist A.
Therapist A. was a male therapist treating Steven. Therapist A. was a psychiatric nurse 
without specific training in therapy but he had some experience of treating patients using 
the CAT model. He was treating Steven under supervision by a senior colleague 
experienced in CAT. His interventions can be seen in frames 45-47 (chapter 8). Therapist 
A. used a mixture of interventions, such as amplification of the patient’s feelings as in 
frame 45 pp241-243. The patient had just expressed his anger and disappointment about 
his son. Therapist A. merely restated that the patient must have been very angry. He did 
this in a rather collusive way, and thus he legitimised the patient’s feelings. There was an 
attempt to interpret in frame 46 pp245-248, as he tried to connect the patient’s feelings to 
the therapy situation. In frame 47 pp248-251, therapist A. offered the patient reassurance 
in the context of discussing the patient’s sex life. Therapist A. said: ‘your sexuality is 
only waiting to be rediscovered’. There is little evidence that the therapist had recognised 
the patient’s defences and he certainly did not challenge them effectively.
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The independent psychoanalytic assessment, on p253, supports this view. The 
independent psychoanalyst said; ‘the interviewer keeps his own feelings and those in the 
interaction quite reasonable, which is both understandable, and which the client himself is 
able to co-operate with. Should the relationship intensify, I suspect that feelings of 
reasonableness, would inevitably collapse, and give way to paranoid, perhaps even 
dangerous elements’.
When interviewed after the therapy, Steven did however report that he had found the 
therapy helpful (see post-therapy interview, appendix 3). He also said that that he was 
now more able to reflect on things. His feelings about his son did not change according to 
Steven.
Therapist K.
Therapist K. was a male therapist treating John and Mary. His interventions can be seen 
in frames 1 -  22 (chapter 4) and 36 -  44 (chapter 7). Therapist K. was a psychiatrist by 
training. Therapist K. was at the time in psychoanalytic training. He was treating John 
and May under supervision using a psychoanalytic brief psychotherapy model with a 
focus. Therapist K. made many attempts to address the patients’ defensive manoeuvres. 
For example in frame 3 pp83-85, he tried to draw the patient’s attention to the patient’s 
concrete way of thinking. The patient has said that he feels better, because he had got 
church furniture to support him. Therapist K. tried to draw the patient’s attention to the 
way he was thinking by saying, ‘It appears very difficult for you to entertain a 
psychological explanation’. He made interpretations, such as in frames 9 and 12. In 
frame 9 pp98-100 he made an interpretation that the patient needed to hold onto his 
symptoms, that they served a purpose for him in some way. This interpretation was made 
in the hope that it would start the patient thinking. He tried to encourage the patient to 
stay with thinking about difficult things such as in frame 14 ppl 15-118. The patient has 
given an analogy about how he deals with anxiety. Therapist K. tried to keep the patient 
thinking, by suggesting that that the analogy may also have been about his childhood as 
the patient had talked a lot about his childhood.
In the therapy with Mary he challenged her defensive thinking in frame 37 pp211-213. He 
did this coherently by presenting the patient with both the Challenge together with the 
Data. The Data was a rephrasing of the patient’s statement, that she feared causing harm.
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The Challenge was a different conclusion from the patient’s conclusion, which was that 
she felt she was a victim. Therapist K. maintained that the patient’s dilemma was not 
about being a victim. In frame 39 pp217-219, he encouraged the patient to reflect on her 
thinking processes as presented in the therapy and thereby tried to encourage the patient’s 
awareness of her defences. In frame 40 pp220-222 he challenged (Challenge) the 
patient’s denial. The patient had maintained that she did not want to control her therapist. 
Therapist K. challenged this by pointing out how the patient has tried to control the length 
of the sessions.
The independent psychoanalytic assessment on p i46, mentions with regard to John’s 
therapy that the therapist struggled to achieve meaning, and tried to name missing 
feelings. The therapist’s interventions are not commented on in the independent 
psychoanalytic assessment of Mary.
The histograms representing changes in pre-occupations on p i45 for John and on p235 
for Mary showed decreases in the frequency of the most troublesome reported symptoms, 
for both of these patients. John did not however acknowledge that the therapy had been of 
much help although he felt more positive about his life at the time of the post therapy 
interview (see appendix 3). Mary was able to acknowledge that changes had taken place 
as a result of her therapy in the post therapy interview (see appendix 3).
Therapist I.
Therapist I. was a female therapist treating George. Her interventions can be seen in 
frames 23-26 (chapter 5). Therapist I. was a psychiatrist without previous experience of 
acting as a therapist. She was treating George under supervision by senior colleagues, 
using a psychoanalytic brief psychotherapy model with a focus.
Therapist I. tried to address the patient’s defensive style in frame 23 pp 154-156, when she 
commented on the fact that the patient was approaching the therapy session as if  it were 
an interview, see Challenge and Data p i54. She tried to keep the patient thinking about 
his anxieties in frame 26 pp 164-168, by amplifying what the patient has just 
communicated, that the patient had indicated that he felt out of control. However it 
appears that the amplification was excessive as the patient withdraws again into defensive 
thinking.
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In the independent psychoanalytic assessment on p i70, the therapist is described as 
‘struggling to think as a result of being in receipt of feelings of failure and inferiority, 
actively projected into her’. The patient’s preoccupations did not change much as 
represented by the histogram showing changes in preoccupations on p 169.
Not surprisingly George did not feel that his therapy had been very helpful at the time of 
his post therapy interview (see appendix 3).
Therapist G.
Therapist G. was a male therapist treating Andrew. His interventions can be seen in 
frames 5 1 - 5 3  (chapter 10). Therapist G. was a psychiatrist treating one of his first 
psychotherapy patients. He was treating Andrew under supervision by senior colleagues 
using a psychoanalytic brief psychotherapy model with a focus.
Therapist G. was not directly challenging, or demonstrating Andrews’s defences. He tried 
to encourage the patient to think by clarifying the patient’s situation as in frame 53 
pp281-285. Andrew has talked about how yet another relationship had not worked out 
because of the attributes of the partner. Therapist G. tried to put a different interpretation 
on the patient’s behaviour by suggesting that the patient had a need to be in charge. The 
patient did not take up this suggestion.
In the independent psychoanalytic assessment on p287, the therapist is described ‘as 
being drawn into becoming rather moral’.
The histogram showing changes in frequencies of pre-occupations on p 286 shows some 
important changes in Andrew’s preoccupations. There were fewer references to casual 
sex and an increase in reflective statements. Andrew refused to be interviewed after the 
therapy ended.
It appears that the therapists in general found it difficult to identify and/or use the 
opportunities which arose, to show the patients how and when the patients were unable to 
think, and used defences instead. It is not always possible to be sure if this was the case 
because the therapists were unable to identify the mechanisms or chose not to challenge 
the patients or even felt under pressure from the patients not to do so. In many instances
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one gets the impression however that the therapists were unable to identify the 
mechanisms used by their patients and were therefore ineffective in their interventions.
In other words not interpreting or demonstrating the defensive functioning constitutes a 
missed opportunity. This appears to have been the case in frame 49 pp262-265, 
mentioned above. Had therapist J. been able to interpret the patient’s projection, so that 
the patient’s underlying anxiety could have come into view, (that of the patient fearing 
that she is a ‘bad mother’), this anxiety could have been explored and possibly modified.
Similarly therapist G. missed an opportunity to demonstrate Andrew’s use of denial in 
frame 53 pp281-285. Although therapist G. invited the patient to reflect on his behaviour, 
therapist G. was not actually challenging the defence, in such a way that would have 
made it possible for the patient to think about his situation in a different way.
When comparing the CAT therapists with the psycho-analytic therapists, the most striking 
difference appears to be that the CAT therapists behaved in a more collusive fashion with 
their patients.
The suggestion emerging from this research in general is that when therapists are not 
interpreting the patient’s defensive styles at least some of the time, they do in fact deprive 
the patients from an opportunity to discover new meaning.
This chapter has described each therapist’s style as it emerged from the analysis. The 
very real difficulties that the therapists had to face have been highlighted. Only therapists 
J.A. and K. had some significant experience in treating patients in therapy.
The next and final chapter includes conclusions about each mechanism, a brief 
description of each therapy as it emerged in the analysis together with a discussion about 
the methodology and finally suggestions of possible implications of this research.
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13. Review and Conclusion
This chapter reviews how observations have been made in this thesis, including a 
discussion about how the argumatics methodology has been adapted to capture the 
relevant processes. The nature of the observed mechanisms in general is discussed, 
together with a specific discussion about the nature and effect of each mechanism as it 
emerged in the analysis. Each patient’s course of therapy is briefly reviewed. Finally, the 
implications of this research and possible future uses of what has emerged are discussed.
13.1. How observations have been made
In order to track closely what takes place in the consulting room between patient and 
therapist, this research is rooted in the relatively new tradition of examining and 
understanding the process of the therapist patient interaction. This has not been done 
primarily in terms of examining frequencies of occurring events. It has been done by 
identifying and examining events in context. It has paid particular attention to patterns of 
interaction, which correspond to what is described in the psycho-analytic literature as 
‘defence mechanisms’ in the sense that these patterns of behaviour appear to create a 
distortion which enables the patients to avoid uncomfortable feelings as they occur in a 
relationship. Greenberg and Pinsof (1986) put is as follows:
‘The event in context is a generic methodology that can be realised with various research designs 
and statistical procedures. It is rooted in an epistemology that asserts that nothing can be known o 
or ultimately even exist independently o f the context in which it occurs. ’
In general, this has been an exercise in identifying the effects o f unconscious 
psychological mechanisms as patterns of process in a particular context. The context 
in question is the therapy process or the interaction between the patient and therapist.
The task of the analysis in this thesis has been two-fold, firstly it has been an attempt to 
evaluate how useful the theoretical descriptions found in the psycho-analytical literature 
are in understanding the defence mechanisms used by individuals. Secondly to attempt to 
map out what actually happens in the therapeutic situation, or not as the case may be.
The patterns under investigation have been arrived from the argumatics analysis applied 
in chapters 4-10, in developing the results for each patient- therapist pair. The argumatics 
analysis involved taking sections of transcribed therapy and isolating the argumentation
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patterns of both the patient and the therapist. The patients’ statements have been analysed 
in terms of the nature of the argumentation and how this has been substantiated or not as 
the case may be. The patients’ statements have then been examined in the light of the 
related therapists’ statements, which, have in turn have been analysed in terms of the 
elements of the argumentation. In other words it addresses, the questions of ‘what does 
the patient need to consider’ or ‘what is he/she challenged to consider at any point in 
time’ and ‘how is the patient rising to this challenge?’ On many occasions this has 
involved analysing not just a specific argumentation frame, but several frames occurring 
both before and sometimes after the frame in question in order to clarify the context of the 
interaction. Also, subsequent frames have sometimes provided confirmation of the 
conclusions. The interpretations, however, have involved the use of specific psycho­
analytic skills, which have been demonstrated in the analysis section of each analysed 
frame. To quote Greenberg and Pinsof (1986) once more,
‘Different investigators may perceive the same pattern without finding the same meaning in the 
same in the pattern. This is well illustrated in interpretation o f X-rays or microbiology slides. First 
one needs skills to even see the patterns. Second, the pattern has particular meaning for the trained 
observer. Explanation o f a pattern is therefore arrived at by a human act o f interpretation in which 
the observed pattern and the construed meaning are used to help in the discovery o f new features 
of reality.’
At the same time the reliability of constructing the diagrams of the argumatics analysis 
has been tested by three researchers thus cross validating the tools as described in chapter 
three in section 3.3 p64. In addition, the general reliability of the psychoanalytic 
interpretations of the subjects’ material has been checked by obtaining independent 
assessments of samples of each patient’s material from a senior Kleinian Psychoanalyst. 
His comments on this material can be found at the end of each of the results chapters (4- 
10).
13.2. Differences between normal and pathological defences as evident in the Data
In summary of the findings of chapter 11, it might be helpful to review the type of mental 
mechanisms, which we are concentrating on. The focus of this thesis has been primarily 
the pathological use of defences. The assumption that what we have encountered in the
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analysis of the data has been pathological was deduced from the effects of the ‘defensive 
clusters’, or ‘defensive organisations’ in the therapeutic discourse.
The concept ‘defensive organisation’ was introduced by Willi Hoffer (1954), and 
discussed by O’Shaughnessy (1979).
‘The defensive organisation unlike defences which are -piecemeal, transient, recurrent and part of 
normal development, a defensive organisation is a fixation, a pathological formation when 
development arouses irresolvable and almost overwhelming anxiety. Expressed in Kleinian terms, 
defences are a normal part o f negotiating the paranoid-schizoid and depressive positions; a 
defensive organisation, on the other hand, is a pathological fixed formation in one or other 
position, or on the border between them’
The distinction of normal and pathological use of defences is not always clear. However 
the use by the patients in this study of the observed mechanisms/defences were revealed 
to create a number of additional difficulties for them, as when any attempt to approach 
anxieties were met with the use of yet another defence. Specifically, the defence 
mechanisms as identified in this study resulted in the following complications for their 
users:
1. They uphold dilemmas, and prevent the individual from moving towards a 
solution. This was true for all observed patients.
2. They create cognitively contradictory situations, and give rise to a subjective
feeling of ‘being stuck’. True of many defences but particularly so of the observed 
instances of projection, as seen in the therapies of George (chapter 5), Mary 
(chapter 7) and Steven (chapter 8).
3. They disturb reality perception. This was true for all the observed patients to
varying degrees.
4. They make adopting a ‘spectator’ position in relation to the self, impossible or
limited. This was true for all the observed patients.
5. They make taking responsibility for your own feelings and actions difficult or
impossible and therefore create a feeling of not being in control. It is believed that 
it is only by taking responsibility for ones feelings and actions, that enables the 
individual to effect change. This was true in particular when projection or denial
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were heavily relied upon, such as in the therapies of George (chapter 5), Steven 
(chapter 8) and Andrew (chapter 10).
6. They disturb the individual’s capacity to think. This was true of all the observed
patients.
7. They interfere with the individual’s ability to adapt to change. This was true of all
the observed patients.
8. They destroy communication. This was true of many of the defences, but
distinctly so when the patients were heavily reliant on using concrete thinking 
defensively, as was the case in the therapies of John (chapter 4) and George 
(chapter 5).
In conclusion, the use of defences as observed in this research created a variety of 
difficulties for the patients in this study both in their lives and in therapy. Therefore it is 
reasonable to assume that these are not examples of normal, piecemeal transient uses of 
defences, but examples of pathological fixed formations.
13.3. Summary of evaluation of mechanisms
Each one of the following mechanisms will in turn be discussed according to how they 
present themselves in the data. How the patients employed these and what effects they 
were observed to have.
Concrete thinking
Steiner (1987) summarises the circumstances under which thinking can be observed in 
concrete form as follows. Also discussed in Chapter 2 pp33-34.
‘In the paranoid-schizoid position anxieties o f a primitive nature threaten the immature ego and 
lead to the mobilisation o f primitive defences. Splitting, idealisation, rudimentary structures made 
up of idealised good objects kept far apart from persecuting bad ones. The individuals own 
impulses are similarly split and he directs all his love towards the good object and all his hatred 
against the bad one. As a consequence o f the projection, the leading anxiety is paranoid, and the 
preoccupation is with survival o f the self. Thinking is concrete because o f the confusion between 
self and object which is one o f the consequences o f projective identification (Segal 1957)’.
Although, in the literature concrete thinking is presented more as a consequence rather 
than a defence, in this study it stands as an easily recognisable marker and has got distinct 
consequences. In the analysis concrete thinking was easy to recognise as it tended to
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occur in response to a therapist Challenge of a more open ended kind, if you like 
following an invitation by the therapist to explain or expand on the meaning of underlying 
but in all likelihood conscious feelings.
Each instance as it occurred has been described in chapter 11.
Concrete thinking means, as observed in this study that difficult feelings have been dealt 
with in a specific way. To follow Segal (1957), the feeling content has been evacuated by 
the use of projective identification. It is not possible to ascertain as it were where the 
feelings have gone, but the thinking has undoubtedly become concrete and thereby 
limited. In Kleinian terms, splitting has occurred. At the level of the analysis carried out 
of the communication, a more flexible thinking has been replaced by a rigid concrete 
variety. For the patients it has meant that the underlying anxieties remained unaltered, as 
they could not be thought about. The patients’ reality perception has become altered in so 
far as the patients have moved from being aware of anxiety to there being no anxiety 
worth thinking about. The patients cannot, as it were, look at themselves ‘from the 
outside’. They cannot take responsibility for their feelings as the connection with the 
anxiety has become severed. They cannot think about their life and feelings in a realistic 
way, which might help them to adopt new possible solutions. Finally it has destroyed the 
communication between the patients and their therapists.
The presence of concrete thinking creates what, in the literature, is referred to as 
splitting. A significant portion of the mental content is lost to consciousness and cannot 
therefore be thought about. With concrete thinking the other person in the interaction, in 
this case the therapist is then felt to be a threat. In correspondence with the literature, the 
patients’ focus of concern is the self. Concrete thinking has not been considered as a 
defence in the psychoanalytic literature, but more as a consequence. Therefore typically 
the analyst is not looking out for this type of thinking in this sense, as was the case in 
George’s therapy described in Chapter 5.
John, as described in chapter 4, relied heavily on the use of concrete thinking. John’s 
therapist however did became aware of the nature of John’s thinking and its’ defensive 
quality early in therapy. This is evident if you look at frames 2 and 3. This study strongly 
suggests that concrete thinking is used as a defence and has to be addressed as such in
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order for the therapy to progress. John’s therapist instinctively attempts to do this and 
subsequently there is some progress, whereas George’s therapist does not appear to be 
equally able to show George his defensive thinking and thus there is less progress in this 
therapy.
Projection
Freud described projection as the distortion of a normal process by means of which we 
seek the cause of our effects in the outside world. Later in the Schreber (1911) case the 
appeal to causality appears as an a posteriori rationalisation of projection: ‘...the 
proposition I hate becomes transformed by projection into another one: He hates me, 
which will justify me hating him ....’ Here it is the affect or instinct itself, which is 
projected. Finally Freud also describes Projection in terms of what is bad or hated gets 
projected. For Klein, the thing projected is the phantasied ‘bad’ object, as though it were 
necessary, if the instinct or affect is to be truly expelled, for it to become embodied in an 
object. For a more detailed discussion of the psychoanalytic literature relating to 
projection see chapter 2 pp31-33.
In this study, projection was recognised through argumentation such as: ‘it is not my fault 
but....’, or ‘I am not bad but someone else is....’, or ‘the problem isn’t mine it is someone 
else ‘s ....’ The patient’s circumstances often provided additional evidence for the fact that 
projection was at work.
There was evidence of use of projection in all the therapies examined in this thesis. John 
projected feelings of un-ease. He projected feelings, which he felt were intolerable, such 
as in frame 12 pp 108-110, chapter 4, when the distress becomes located in the therapist 
not in the patient. George felt that the only problem in his marriage was ‘the dog’, see 
frame 24 ppl56-160, chapter 5. The dog came to embody the bad aspects of his marriage 
and were thus trivialised and seen as a consequence. Thus George did not have to think 
about or take responsibility for any difficulties. Elizabeth had disturbing feelings about 
possibly allowing her self to be abused. These feelings were hard to think about and were 
therefore projected onto her friend as in frame 35, p p l98-201, chapter 6. Mary had 
difficulties with thinking about her own aggression. She feared causing damage. She 
could not however think about these feelings for long before she projected them as in 
frame 37, pp211-213 chapter 7, onto something she called circumstances. . However
341
while Mary projected these feelings she could not think about them in order to discover 
perhaps that things may not be as bad as she feared. Thus her dilemma remains while the 
defence predominates.
Steven, Carol and Andrew also showed evidence of use of projection. Steven was a very 
angry man and felt the victim of aggression from his son, among others. However the 
material suggests that it is Steven who is projecting his aggression and responsibility, see 
frame 45 pp241-243 (chapter 8). Carol felt that it was Carol’s mother who was ‘the bad 
mother’, not Carol, see frame 49, pp262-265 (chapter 9). Had she been able to face her 
anxiety about what kind of mother she was she may have been able to discover that either 
she was not a ‘bad mother’ or alternatively she could think of how to become a better 
mother. However while the problem is projected no productive thinking can take place.
Andrew struggled with feelings of being out of control in his relationships because his 
partners were felt to be lacking in important respects, see frame 52, pp279-281 (chapter 
10). Andrew therefore felt justified in behaving badly and the situation was unlikely to 
change.
Projection creates splitting in the same way as Concrete thinking described above. The 
instances of projection, which were identified in this study, confirm the descriptions 
found in the psychoanalytic literature as reviewed in chapter 2 pp31-33. The analysis did 
however highlight the difficulty of distinguishing between real external reality and 
projection. It was clear that enough supporting evidence has to be collected and then 
shared with the patient in order for the therapists’ interventions regarding projection not 
to be experienced as persecution. Equally it became clear that the therapists in this study 
were often unable to identify and demonstrate the use of projection, such as in the therapy 
of George (c.f. chapter 2).
Denial
Freud understood denial (also described as Disavowal, German Verleugnung) as 
primarily directed towards external reality (Freud 1938). Freud also used Negation 
(German Vemeinung) to describe a ‘Procedure whereby the subject, while formulating 
one of his wishes, thoughts or feelings which has been repressed hitherto, contrives by 
disowning it, to continue to defend himself against it’.
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Klein (1946) described the mechanism of denial as connected with the fantasy of 
annihilation, and an actual loss of part of the ego and object. Hinshelwood (1991) points 
out that there is a tendency for Kleinians to use the term ‘denial’ where the Freudians 
refer to ‘repression’. There is in practice little clarity about this matter. (For a review of 
the psychoanalytic literature of denial see chapter 2 pp29-31). Brenner (1981) points out 
that there is an element of denial in all defences. It was therefore felt to be helpful to 
divide the identified instances in the following subheadings suggested by the data: denial 
of inner or psychic reality, denial of a need to think, denial of responsibility and denial of 
external reality or some aspect thereof. This way it has been possible to highlight both the 
nature of the anxiety and the way in which it is avoided. It was felt that this sub-division 
added clarity, which, could be helpful to the patients and therapists with regard to 
understanding the use of denial. Whereas with regard to the other defences it was felt that 
to outline the defence in detail was sufficient.
Denial o f inner or psychic reality
This corresponds most closely to what has above been described as negation, or by Klein 
as involving an actual loss of the ego. Whether it also involves a loss of the object, as 
Klein suggests, is not clear from the data.
In frame 18 pp 128-132 chapter 4, the patient John had barely finished telling the therapist 
how he feared some major mental illness before he denied the essence of his fear by 
saying he now knows he hasn’t got schizophrenia because the Schizophrenia Society 
meets in the Church hall; it was just a name that popped into his head. The contradictory 
thinking is here clear. This type of denial as encountered in the data frequently had an 
omnipotent quality. The analysis suggests that, this defence was used by John, George, 
Steven and Carol. It does correspond to aspects of Melanie Klein’s concept of the manic 
defences as described in chapter 2 pp38-39. Sometimes this defence was easily identified, 
as in frame 18 where the expressed anxiety was immediately followed by a contradiction, 
and in these instances the therapists were also usually able to point this defence out to the 
patients, as was indeed the case in frame 18. However in many instances the situation was 
not as clear. These were often instances when the defence could be classified under 
several headings. In frame 14, ppl 15-118 chapter 4, the patient creates the denial by 
reverting to concrete thinking.
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Denial o f a need to think
This form of denial had a quality of ‘unfinished business’. The therapy had highlighted 
possible dilemmas, which the patients were facing. The patients however did not want to 
think about these and denied that there was anything to think about. George in frame 24, 
ppl56-160 claims that, ‘what goes on at home is of no relevance to my problems’, 
although this was far from the case.
As in many other instances of denial, denial of a need to think was sometimes 
accompanied by projection and sometimes involved concrete thinking. This form of 
denial was used by John and George. Examples of these can be seen in frame 5 pp87-91, 
(chapter 4) and in frame 24 pp 156-160, (chapter 5).
Denial o f responsibility
The patient Andrew relied heavily on use of this type of denial. The therapist tried to 
encourage him to reflect on what he does in his relationships in frame 52 pp279-281, 
(chapter 10). Here yet another relationship has broken down for Andrew. Andrew claims 
that it wasn’t his fault it was because o f the lover’s attributes’. Thus he denies any 
responsibility for what has happened. The denial of responsibility deprives the individual 
of any power to change things or to make reparation. This form of denial was also used 
by George, Steven, Andrew and Carol.
Denial o f aspects o f external reality
There was only one example of this type of denial in frame 13, ppllO-114 (chapter 4). 
This form of denial radically distorts reality, thus blocking any possibility of gaining a 
necessary appreciation of ones situation. It inhibits thought and thus prevents possible 
change.
The patients in this sample were not patients who suffered from major psychiatric illness, 
so this type of denial of external reality is less likely to be used. Denial of external reality 
is more common among psychotic patients. This is the form of denial most easily 
identified by therapists. However this study shows that this type of denial does not occur 
very often in a pure form, in contrast to the other forms of denial discussed in this section.
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Denial, as encountered in this research, was often a way of not acknowledging the 
significance of a relationship on which the patients relied upon. Under these 
circumstances the instances of denial corresponds to what Melanie Klein called the manic 
defences.
Psychotherapists often intuitively feel that denial is taking place, however unless the 
therapist can demonstrate how and why this is happening, the intervention appears to be 
ineffective. In frame 26 pp 164-168, (chapter 5), George has indicated that he feels out of 
control, which he immediately denies. The therapist seems to be aware of the patient’s 
denial, but is not able to demonstrate it in an effective way.
Destruction o f meaning
This mechanism was described by Bion (1958) and By McDougal (1982) as an attack on 
linking and a hatred of emotion, see chapter 2, pp34-35. Destruction of meaning was 
employed by John, George and Andrew. These incidents have already been classified 
under Concrete thinking and in Andrew’s case under denial of responsibility. Destruction 
of meaning is not described as a defence mechanism as such in the literature although the 
above-mentioned authors describe clinically how destruction of meaning is a way of 
avoiding psychic pain and it is therefore felt to fit the description of defence mechanism. 
The effect of destruction of meaning is to break emotional links, such as in frame 
14ppl 15-118, chapter 4, when John’s therapist tries to expand on John’s idea that when 
approaching difficult things it makes sense to do it gradually or Tike going in the 
children’s pool before the big pool’. The patient however withdraws at that point and says 
‘it was just about breakdown of two levels of water’. The meaning and with it the 
emotional content of the idea has been attacked. The meaning of the analogy has been 
destroyed. The attempt by the therapist to be helpful has also been attacked.
Displacement
Displacement, is an original concept of Freud’s described as a shifting of the focus of 
disturbance, see chapter 2 pp35-36. Most of the incidents, which can be described under 
this heading, can also be described under projection. For example in frame 28 pp 180-182, 
chapter 6, Elizabeth appears to transfer the focus of disturbance from thinking about why
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she is offering herself as a nude model to feeling disturbed about feeling that she looks 
ugly. Here the disturbance has not been projected, but rather displaced.
Reaction Formation
This is one of the classic defences described in detail by Anna Freud in 1936. Reaction 
formation is a defence whereby feelings are turned into their opposite, (see chapter 2 p 
36). This was only observed in the therapy of Elizabeth, for instance in frame 27 ppl77 -  
180 chapter 6, where feelings of being out of control are turned into being in control. This 
instance could equally be described as a denial of the real state of affairs. This mechanism 
has the effect of preventing thought as it distorts reality, thus constituting an obstacle for 
change.
I  den dfication/In trojection
The concepts of Identiflcation/Introjection refers broadly speaking to a state of affairs 
when a subject assimilates an aspect of the other, see chapter 2 p37. There were very few 
examples of this mechanism. In frame 30 ppl85-187, (chapter 6), Elizabeth changes 
thoughts about ‘being used’ into ‘her using someone else’. ‘The thought of being used’ 
become internalised and, as a result, there is a form of identification with the aggressor. 
As in the above, this distorts reality prevents thought and thus becomes an obstacle for 
change.
Manic Defences
This is not described in the literature as a discrete defences but more defences occurring 
at the threshold of the depressive position (Melanie Klein 1935, 1940). The patient has a 
need to deny psychic reality and the importance of good objects, and thus deny feelings of 
dependence. These are defences that can also be seen in mania and hypermania. In 
addition there is an omnipotent quality to these defences. According to Klein, to these 
defences belong denial, disparagement, control and idealisation, (see chapter 2 pp38-39).
In this study only denial has been specifically identified as used in this context. The 
analysis that has been carried out indicates that all the subcategories of denial observed in 
this study have, as a main purpose, the denial of the importance of psychic reality and the 
importance of objects in the patient’s world. The data further suggests that there are also 
instances where projection is used in order to deny the importance of the Object, such as
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in frame 46 pp245-248 (chapter 8) where the need for therapy, or a therapist, has been 
projected onto Steven’s friends.
A n o th e r  d e fen ce
Not all defences encountered in the data could easily be classified under existing 
classifications found in the psychoanalytic literature. In frame 10 pp 100-102 (chapter 4), 
the patient John protects himself from the emotional impact of realising that he has had 
murderous feelings towards his colleague by arguing that it was a special case.
This is reminiscent of what Freud (1926) described as something he called isolation. That 
is, when the patient is defending him/her self from the impact of an idea by isolating it 
from its context by means of a pause ‘during which nothing further must happen’. Freud 
calls this technique magical. The mechanism encountered in the data is indeed a form of 
isolating, however it does not have the hallmarks of isolation as described by S. Freud.
In conclusion the mechanisms, which were observed in this theses, were events in a 
relationship. They were identified by observing the process as it was unfolding between 
the therapist and the patient. The mechanisms were rarely discrete from each other, they 
could often be categorised under several headings, thus contradicting Sigmund Freud’s 
description of defences, see p20 chapter 2. They were directed against psychic pain, the 
source of which, may have been be either internal or external. The psychic pain which, 
was being activated by something, which took place between the patient and the therapist. 
They created distortions, which prevented the patients from effectively working with their 
therapists towards a thought out solution to their problems.
As described in the literature, defences can be both normal and pathological. It is 
impossible to categorically draw conclusion about where the boundary goes between 
normal and pathological defence, however it is possible to say that the defences which 
were observed generally constituted an obstacle to the work that the therapist and the 
patient was engaged in. It is equally impossible to categorically claim that these 
mechanisms are unconscious. However the manner in which they appeared in the 
discourse that is, spontaneously, leads to the conclusion that they are unlikely to have 
been consciously generated.
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13.4.Case summary of each patient
This section consists of a brief case summary and review of each patient. Reference will 
be made to the mechanisms used by each patient and to any change observed. Although 
this is not an outcome study, reference will be made to the success or otherwise of the 
therapies as reported by the patients and deduced form the analysis. Conclusions will be 
drawn about the identification of defences, their effect on the therapeutic discourse, and 
whether identifying these mechanisms can explain success or failure of the therapeutic 
process.
J o h n
John received brief psycho-analytical psychotherapy. As John started therapy he was 
much troubled by psychosomatic symptoms with little physiological cause. He used 
concrete thinking in order to avoid considering what was suggested to him by his 
therapist. He used projection to rid himself of feelings of confusion. He used denial of 
inner reality, denial of a need to think and even denial of external reality in the same way. 
He also used a form of isolation not to experience the full impact of what was talked 
about. His extensive use of concrete thinking constituted a destruction of meaning of what 
the therapist tried to offer him. His therapist, K. tried hard to bring into focus the nature of 
John’s defensive thinking. This work did seem to pay off as in the later sessions there was 
some evidence that John did tolerate anxiety long enough to do some thinking. John even 
expressed appreciation of the therapy in the later sessions. The frequency of referring to 
physical symptoms deceased by session 12 as evident in the histogram on p i45. John 
reported in his post- therapy interview (appendix 3) that the therapy had had no effect. 
However he reported at the same time that his life was more comfortable. He was less 
worried and had fewer symptoms. The preoccupation with him self, which was very 
evident in the early sessions and the persecutory nature of his anxiety, did lessen during 
the therapy but there was no noticeable increase in his awareness of other people or their 
needs. There was a slight increase in his awareness of his therapist towards the end of 
therapy, see histogram on p i45. The identification of the mechanisms used by John was 
quite easy. It was possible to map out how John moved from one defensive manoeuvre to 
the next and how these made it difficult for him to progress in thinking. Identifying the 
mechanisms clarified John’s dilemma, and explained some of John’s anxiety. It appeared
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that the need to constantly avoid thought created a continuing source of anxiety all of its 
own.
G eo rg e
George received brief psycho-analytical psychotherapy. At the beginning of his therapy 
his complaints centred on feelings that he had not received the recognition at work he felt 
he deserved. In addition he was troubled by a number of psychosomatic symptoms. He 
used concrete thinking in order not to consider the therapist’s suggestions, he used 
projection of his difficulties and he also used denial of both psychic reality and denial of a 
need to think as defences. His therapist, I., made some tentative attempts to address these 
mechanisms. However she did it in such a way that George appeared not to have been 
able to use his therapist’s interventions. Very little seemed to have changed for George 
during his therapy, in fact his worldview appears to have become more negative by 
session 11, (see histogram on p i69). George did not feel that there had been much change 
at the time of his post therapy interview (appendix 3). However in the same interview he 
expressed some awareness of his wife’s difficulties for the first time. George’s anxiety 
was and remained persecutory in nature. George’s therapist was not able to demonstrate 
George’s defensive manoeuvres to him although she may have had some awareness of 
these. The question remains, would this therapy have been more successful had the 
therapist been more aware of and been able to help George to reflect on the nature of his 
thinking, by demonstrating George’s defences to him.
George’s suffering can be understood as primarily arising out of deep conflicts, possibly 
feelings of inadequacy etc, but secondarily his sense of persecution was increased by his 
habitual use of defences in the same way as was the case with John.
E liza b e th
Elizabeth received a course of cognitive analytic therapy (CAT). At the beginning of 
therapy she suffered from what could be described as deep loneliness. She was at a loss in 
her life as her significant relationship was failing and she lacked direction in her working 
life. During therapy she became preoccupied with why she was doing life modelling for a 
group of painters. She used projection, displacement, reaction formation and introjection 
to deal with a range of difficult feelings. Not a single incident was identified when 
Elizabeth’s therapist demonstrated an awareness of or confronted her with the above,
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mentioned defensive mechanisms. There was very little change in the level of Elizabeth’s 
preoccupations during the course of therapy. There was less preoccupation with self- 
control during session 9, (see histogram on p202). At the time of her post- therapy 
interview (appendix 3) Elizabeth reported that she still had difficulties, which she 
attributed to external causes. At the same time she said that she was pleased she had had 
the experience of therapy and that she felt relatively good about her therapist. Her 
preoccupations with her self, which were evident throughout her therapy, were still 
evident during the post- therapy interview. The nature of her anxiety was and remained 
persecutory in nature.
Elizabeth felt that she was a victim, and felt that there was very little she could do to 
improve the quality of her life. Her use of defences created a situation where she felt 
stuck and unable to influence things. It seems that it was the actual use of the defensive 
mechanisms that maintained this status quo in her case. Had her therapist been able to 
show how her thinking got stuck, this might have provided an opportunity for change.
Mary
Mary received brief psycho-analytical psychotherapy. Mary suffered from fears about her 
own real or imagined destructiveness. She used projection and denial of psychic reality to 
avoid feelings which emerged both as a result of the relationship with her therapist and 
through her associations. She had a great need to maintain an illusion that she did not 
need anyone. Thus in this instance these mechanisms can be understood as manic 
defences. Her therapist, K. tried to confront her about her use of these mechanisms on 
many occasions. There was a lessening of her catastrophic anxiety during the therapy 
already by session 5, (see histogram on p235), but the catastrophic anxiety was increasing 
again by session 9. This may have been a response to the impending ending of the 
therapy. At the time of her post- therapy interview (appendix 3) Mary felt that the therapy 
had been helpful, although she regretted the fact that it had been so short. The nature of 
Mary’s anxiety was persecutory at the beginning of therapy. The persecutory quality had 
lessened at the time of the post- therapy interview.
It seems that Mary was still grieving for her mother as she entered therapy. Her defences 
can be seen as a way of dealing with this grief. The analysis made it clear that the 
defences were in her case in particular an attempt to convince her self that she did not
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need anyone. Perhaps this was in order to try to ensure that she would suffer no further 
losses. In Kleinian terms this would mean that she was using her defences as manic 
defences, that is, directed against the awareness of the value of ‘the object’. Mary was 
possibly the ‘healthiest’ of the patients in the sample and the one who benefited most. 
This conclusion was drawn from the fact that she was able to express appreciation of her 
therapy and the nature of her anxiety changed.
S teven
Steven received cognitive analytic therapy (CAT). At the time of starting therapy Steven 
suffered from depression triggered off by a series of events relating to his son having had 
a homosexual relationship with his teacher. Steven showed intense persecutory anxiety at 
the beginning of his therapy. He used projection, denial of psychic reality and denial of 
responsibility to deal with what appeared to be confusion and hurt. In the analysed 
sections there is no suggestion that his therapist was aware of or confronted Steven with 
his defensive manoeuvres. In fact there was a rather reassuring quality to therapist A.’s 
interventions. There was not much suggestion of change occurring in this therapy. There 
continued to be a glaring absence even by session 15 of a capacity for concern in Steven’s 
material, (see histogram on p252). Steven’s preoccupation with self-control had lessened 
slightly at the time of the post- therapy interview (appendix 3) and Steven felt there had 
been some beneficial change. He felt that his way of looking at many situations had 
changed. He felt sorry that not more areas had been covered in more depth. There was 
still however no evidence of concern for his son at that time. Steven’s anxiety was 
strongly persecutory at the beginning of therapy. He was less persecuted at the time of his 
post -therapy interview (appendix 3). It appears that Steven had ‘a nice time’ with his 
therapist and therefore he felt better and he was pleased about his time in therapy 
although there was very little evidence that his way of thinking changed.
Steven’s difficulties can be understood as a determination to push any responsibility 
away. This led him to feel helpless. His heavy reliance on projection led to an intense 
feeling of not being able to influence his life. Had he been confronted with his defensive 
way of thinking, he would have no doubt resisted, possibly quite intensely, but there 
might have been a greater opportunity for change.
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C a ro l
Carol received cognitive analytic psychotherapy (CAT). Carol came into therapy with 
feelings of inadequacy. She felt very guilty about her handicapped daughter. Carol used 
projection, and denial of psychic reality in the analysed sections of her therapy. Carol’s 
feelings of helplessness were possibly created by or at least maintained by her need to 
project. Carol’s therapist J. not only did not confront Carol’s defensive mechanisms but 
also colluded with Carol in such a way that the observed defences were probably 
strengthened. Carol’s negative worldview decreased slightly during therapy but overall 
there was little change in the frequency of preoccupations during Carol’s therapy as 
evident in the histogram on p269. Carol refused to participate in a post- therapy interview. 
From the available material, it appears that Carol’s anxiety was persecutory in nature and 
remained so throughout therapy.
As in the cases of John and George, Carol had painful underlying issues to think about. 
However her use of defence mechanisms created further suffering for her, and her sense 
of persecution remained. Had she been confronted with her defensive way of thinking she 
might have been provided with some opportunity to change.
A n d re w
Andrew received brief psycho-analytic psychotherapy. Andrew came into therapy 
because of relationship difficulties. He used projection, denial of responsibility and 
destruction of meaning as ways of coping with the threat of becoming aware that he 
might in some sense have been party to creating his difficulties in his relationships. 
Andrew’s therapist, G. did try in a general way to confront Andrew with his defensive 
manoeuvres. However these attempts were rather vague, and it is not clear if Andrew was 
able to use what his therapist tried to show him. Andrew’s preoccupation with casual 
sexual encounters lessened significantly by session 9, (see histogram on p286), and also 
his feelings of being trapped. The nature of Andrew’s anxiety was very persecutory at the 
beginning of therapy. Andrew refused to participate in a post-therapy interview, possibly 
an indication that he continued to feel persecuted.
As in the cases of John, George and Carol, Andrew’s difficulties were deep rooted but his 
reliance on the above, mentioned defences made his sense of persecution worse. Had he 
been confronted with his defences there might have been more opportunity for change.
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In conclusion the therapies were not very successful. This may in part be due to the 
different therapy approaches or to different therapist styles. There is however the 
suggestion that more tangible change happened in the therapies where the therapist was 
aware of the defensive manoeuvres used by the patients and tried to demonstrate these to 
the patients.
13.5.Implications of the findings
These can be divided into implications for therapy and implications for understanding 
interactions outside the therapy relationship. The implications for therapy will be 
discussed here.
Since its’ outset, psychotherapy in general and psychoanalysis in particular has been 
surrounded by controversy. Outcome studies have come up with conflicting results. 
Psychotherapists have been accused of meaningless meaning making. At the same time 
countless patients have felt helped by psychotherapy. In other words the therapy process 
seems to be surrounded in mystique. It has been notoriously difficult to describe what 
goes on in therapy of any kind. It is however possible that by dissecting the therapy 
process in the manner done in this research, it could be possible to begin to describe the 
therapy process more accurately and thereby to demystify the process.
As a result of training, therapist are as a rule aware of defences and other related 
mechanisms in a theoretical or static way. It is however not always the case as is 
demonstrated in this thesis, that therapists are equally aware of these as they occur in the 
process. This work suggests that it would be helpful if therapists could be taught about 
defences in a dynamic fashion, in order to make it easier for therapists to recognise these 
mechanisms as they occur in the therapeutic discourse. This work confirms the 
assumption that it is necessary to recognise defences in order to transcend these so that 
the therapy can progress and the underlying problems can be thought about.
By using the methodology adapted for this thesis, it may be possible to be more precise 
about what is achieved in therapy. Indeed it may be possible to begin to formulate where 
the therapy is going and what changes are taking place. Indeed it may be possible to 
explain why one therapy works and another one doesn’t.
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In other words the methodology as applied in this research can be adapted to become a 
tool in the therapist’s armoury, which could aid the therapist in recognising the different 
elements in the interaction between patient and therapist.
Greenson 1967 emphasised the need to systematically analyse the resistance (defences) in 
order to help the patient. He describes the following necessary steps in the analysis of 
resistance:
1. Recognise the resistance
2. Demonstrate the resistance by allowing the resistance to become demonstrable, and by 
intervening in such a way so as to increase the resistance; helping it become demonstrable
3. Clarifying the motives and modes of resistance
The need to have a clear understanding of what happens when a patient is defending 
against difficult feelings cannot be overstated. The therapies discussed in this research 
were relatively unsuccessful. The fact that the therapists could not be more effective 
could be understood as a function of the fact that they were not sufficiently aware of 
when the patients were employing which mechanism. Had they been able to identify their 
patient’s modes of resistance and to demonstrate these to them, the outcomes of the 
therapies may have been more successful.
One could also question whether these seven patients were actually all suitable candidates 
for brief psychotherapy. It is possible that, had the initial interviews included an 
assessment of the prevalent defences using the methodology used in this thesis, together 
with an assessment of the patients’ abilities to reflect on these, some of the patients would 
not have been considered suitable. Thus the methodology, which, has been used and 
demonstrated in this research, could be modified and used as an aid in training therapists 
to be more precise and effective in their assessments and interventions.
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PATIENT: LOCATION: CASSEL HOSPITAL
ASSESSOR: DR. / C  DATE OF ASSESSMENT: 28 JUNE 1989
R e v e r e n d  h T o v A p  ' i s  a 44 y e a r  o l d  A n g l i c a n  p r i e s t ,  r e f e r r e d  by h i s  GP, Dr .  
b e c a u s e  o f  p a n i c  a t t a c k s  a s s o c i a t e d  w i t h  p a r o x y s m a l  t a c h y c a r d i a .  T h e s e  a t t a c k s  
seem r e l a t e d  to  t h e  d e a t h  o f  h i s  Mo th e r  f o l l o w e d  by t h a t  o f  t h e  F a t h e r ,  a s  w e l l  
a s  o t h e r  t r a u m a t i c  i n c i d e n c e s  a t  t h e  same t i m e .  D r .  ' had p r e s c r i b e d
I n d e r a l  and  Lo razepam and  s o u g h t  h e l p  f o r  Rev.  ' I  so  t h a t  he  may f i n a l l y  
w i t h d r a w  Lorazepam a n d  a t  some s t a g e  I n d e r a l  a s  w e l l .
Rev.  f i l l e d  o u t  h i s  Form A v e r y  c o m p r e h e n s i v e l y  g i v i n g  i t  a l o t  o f  t h o u g h t
and c a r e  and was g r a t e f u l  t o  be a b l e  t o  c o n s i d e r  t h e  p r o b l e m  i n  an o r g a n i s e d  
mann er  and t o  p r o v i d e  a f r a m e w o r k  f o r  t h e  a p p o i n t m e n t  he had  w i t h  me. He 
s t r u c k  me a s  q u i t e  an  o b s e s s i o n a l  c o n t r o l l i n g  man f ro m  h i s  man ner  o f  f i l l i n g  t h e  
fo rm .
He a r r i v e d  on t i m e  a n d  i s  a c h u b b y ,  p l e a s a n t  and  c h a r m i n g  44 y e a r  o l d  man.
A f t e r  my i n t r o d u c t i o n s , he  t a l k e d  s t r a i g h t  away a b o u t  h i s  p h y s i o l o g i c a l  p r o b l e m .  
His p a r a - s y m p a t h e t i c  n e r v o u s  s y s t e m  c o u l d  n o t  damp down h i s  s y m p a t h e t i c ,  
o v e r  a c t i v i t y .  T h i s  h a d  b e e n  e x p l a i n e d  t o  him by t h e  D o c t o r s  a t  S t .  P e t e r s  
i n  C h e r t s e y ,  where  he had  a t t e n d e d  f o r  a c a r d i o g r a p h .  I  a g r e e d  w i t h  h i s  
p h y s i o l o g i c a l  e x p l a n a t i o n ,  w h i c h  s u g g e s t e d  he was p e r h a p s  h e r e  t o d a y  t o  t r y  
and e x p l o r e  wha t  m i g h t  l i e  b e h i n d  t h i s .  He s p o k e  o f  t h e  t r a u m a t i c  t i m e s  he 
h a s  had  f o r  t h e  p a s t  c o u p l e  o f  y e a r s .  H i s  Mo th e r  d i e d  2\ y e a r s  a g o ,  he moved 
j o b s  an d  j o i n e d  t h e  p r i e s t h o o d ,  he l e f t  h i s  f a m i l y  home f o r  t h e  f i r s t  t i m e ,  
he had a d i f f i c u l t  r e l a t i o n s h i p  w i t h  a p r i e s t  c o l l e a g u e  who was n e r v o u s ,  edgy  
and  m i s e r a b l e .  He f e l t  a s  i f  h i s  n e r v o u s  s y s t e m  h ad  r e s p o n d e d  t o  t h i s  c o l l e a g u e  
t a k i n g  on symptoms b e c a u s e  o f  him ( t h i s  seemed t o  h a v e  a p a r a n o i d  f l a v o u r ) .
He s a i d  h i s  symptoms come on when f r e e - s t a n d i n g  i n  p u b l i c  b u t  t h e n  e x p l a i n e d  
' ' t h e y  hap pe n  i n  a l l  s i t u a t i o n s  n o t  j u s t  i n  p u b l i c .  I  r e s p o n d e d  t o  h i s  
p h y s i o l o g i c a l  p h y s i c a l  l a n g u a g e  w i t h  a p s y c h o l o g i c a l  l a n g u a g e  e x p l o r i n g  what  
i t  f e l t  l i k e  t o  be s t a n d i n g  on h i s  own,  h a v i n g  l e f t  h i s  f a m i l y  s i t u a t i o n  and t h e  
s e c u r i t y  he f e l t  t h e r e .
He op ene d  up more a b o u t  h i s  b a c k g r o u n d .  He was a d o p t e d  a t  t h e  a g e  o f  2 mo n th s  
and c a r e d  f o r  by an  a l l  f e m a l e  e n v i r o n m e n t  f o r  t h e  f i r s t  4 mo nt hs  o f  h i s  l i f e .
He had a happy  home a nd  a s p l e n d i d  c h i l d h o o d  e n v i r o n m e n t .  H i s  F a t h e r  was v e r y  
l a i d  b a c k ,  h i s  M o th e r  s u f f e r e d  f rom a s t h m a  f rom t h e  t i m e  he was 9 y e a r s  o l d  and  
i n  t h e  l a t t e r  y e a r s  o f  h e r  l i f e ,  was on a l o t  o f  m e d i c a t i o n  and  c o n s e q u e n t l y  
f u l l  o f  a d r e n a l i n  and  e d g y .  He f ou nd  i t  v e r y  d i f f i c u l t  t o  r e c a l l  a n y t h i n g  
u n p l e a s a n t  f rom h i s  c h i l d h o o d .  His  n a t u r a l  M ot he r  h ad  had  t o  g i v e  him up 
b e c a u s e  t h e  F r e n c h / C a n a d i a n  a i r c r a f t  man sh e  i n t e n d e d  t o  m a r r y  was s h o t  down i n  
t h e  War.  He s t i l l  t h i n k s  a b o u t  h e r  and  would l i k e  t o  s e e  h e r  f ro m a d i s t a n c e .
He d i d n ' t  do t h i s  up t o  now b e c a u s e  he  w o n de r ed  a b o u t  t h e  e f f e c t s  on h i s  p a r e n t s ,  
a s  i f  t h i s  m i g h t  p a r t i a l i s e  t h e i r  p a r e n t i n g  o f  h im.  I  had  a s t r o n g  f e e l i n g  t h a t  
he f e a r e d  v e r y  much h u r t i n g  h i s  p a r e n t s  i f  he w a n te d  h i s  w a n t s  and  w i s h e s  m e t .
He sp o k e  o f  h i s  h o m o s e x u a l i t y .  He h a s  n e v e r  had  a n y  s e x u a l  l o n g i n g s  f o r  a f e m a l e .  
From t h e  age  o f  21 to  25 he had  a number  o f  s h o r t  t e r m  h o m o s e x u a l  r e l a t i o n s h i p s  
w i t h  v a r i o u s  men who h a v e  now s i n c e  m a r r i e d .  He s t i l l  h a s  h o m o s e x u a l  l o n g i n g s  
b u t  would l i k e  i t  i f  someone  came h i s  way -  he d o e s n ' t  wan t  t o  a c t i v e l y  s e e k  o u t  
an y b o d y .  Again  he a p p e a r e d  t o  a v o i d  h i s  own a c t i v e  w a n t s  and w i s h e s .  He s p o k e  
o f  t h e  d i f f i c u l t  r e l a t i o n s h i p  he had w i t h  h i s  o l d e r ,  n e r v o u s ,  edgy  p r i e s t  whom 
a t  t i m e s  he a d m i t t e d  to  w a n t i n g  t o  t h r o t t l e .  He was  f r i g h t e n e d  h o w e v e r ,  t h a t
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t h i s  p r i e s t  m i g h t  a c t u a l l y  d i e  i f  he showed  an y  a n g e r  t o w a r d s  h im .  I  t r i e d  
h a r d  t o  e x p l o r e  s i m i l a r  a n g r y  f e e l i n g s  t o w a r d s  e i t h e r  h i s  F a t h e r  o r  M o t h e r .
He seemed  c l o s e r  t o  r e c a l l i n g  some i r r i t a t i o n  and a n g e r  t o w a r d s  h i s  Mo th e r  who 
had  b ee n  a p p a r e n t l y  q u i t e  d i f f i c u l t  and e d g y ,  p a r t i c u l a r l y  w i t h i n  t h e  f a m i l y  
b u s i n e s s  t o w a r d s  t h e  end o f  h e r  l i f e .
H is  p a r e n t s  owned a  h o t e l  i n  Dover  and  a h o u s e  t h r e e  d o o r s  away i n  w h ic h  Gary 
had  a f l a t  on t h e  t o p  f l o o r ,  h i s  s i s t e r  and  h i s  g r a n d m o t h e r  s e p a r a t e  f l a t s  on 
t h e  m i d d l e  f l o o r  and  h i s  b r o t h e r ,  a f l a t  on t h e  b o t t o m  f l o o r .  A l l  l e d  r e l a t i v e l y  
i n d e p e n d e n t  e x i s t e n c e s  a l t h o u g h ,  s t i l l  v e r y  much p a r t  o f  ’ t h e  f a m i l y  c o m m u n i t y ' .
ha d  e n t e r e d ,  t h e o l o g i c a l  c o l l e g e  i n  h i s  t e e n s  b u t  was a d v i s e d  t o  g e t  a 
p r o f e s s i o n  b e h i n d  him by t h e  A r c h b i s h o p  a f t e r  he f a i l e d  e x a m i n a t i o n s .  He was 
i n t e r e s t e d  i n  r a i l  an d  s e a  t r a v e l  and g o t  a j o b  i n  t h e  h o v e r c r a f t  i n  D o v er .  He 
e n j o y e d  t h i s  work a n d  d e v o t e d  a l o t  o f  h i s  t i m e  t o  i t .  When e x p l o r i n g  p o s s i b l y  
a n g r y  f e e l i n g s  t o w a r d s  h i s  M o th e r ,  he o nc e  a g a i n  a d o p t e d  an  i n t e l l e c t u a l ,  
p h y s i o l o g i c a l  e x p l a n a t i o n  o f  how sh e  was .  We wer e  co m in g  t o w a r d s  t h e  end o f  t h e  
s e s s i o n  when I  s u g g e s t e d  t h e  p o s s i b i l i t i e s  f o r  t r e a t m e n t  open  t o  h im:  g r o u p *  b r i e f  
i n d i v i d u a l  o r  l o n g e r  t e r m  p r i v a t e  i n d i v i d u a l  t h e r a p y  and  s a i d  we n e e d e d  t o  me e t  
a g a i n  t o  d i s c u s s  t h e s e  f u r t h e r .  He s o u g h t  r e a s s u r a n c e  t h a t  p s y c h o t h e r a p y  c o u l d  
h e l p  w i t h  t h e s e  p h y s i c a l  p r o b l e m s .  I  commented he may f e e l  v e r y  f r i g h t e n e d  t h a t  
he would  end up f e e l i n g  u n h e l p e d  and w o rs e  i f  he w e r e  t o  e x p l o r e  h i s  s e x u a l  and 
h i s  a n g r y  f e e l i n g s  w i t h i n  a r e l a t i o n s h i p .  We a r r a n g e d  t o  m e e t  a g a i n  i n  two weeks  
t i m e .
I m p r e s s i o n
R e v e r a n d  J c h u  i s  a  s u p e r f i c i a l l y  c h a r m i n g ,  p l e a s a n t  man.  To m a i n t a i n  h i s  
p l e a s a n t n e s s  I  s u s p e c t  he h a s  had t o  r e s t r i c t  h i s  a g g r e s i v e  and  s e x u a l  f e e l i n g s  
m a r k e d l y .  I  am n o t  s u r e  o f  t h e  c o n n e c t i o n  w i t h  h i s  c u r r e n t  s y m p t o m a t o l o g y .
I t ' s  i n t e r e s t i n g  t h a t  h i s  symptoms  a r e  w o r s e  when he g o e s  on h o l i d a y  o r  i s  
f e e l i n g  r e l a x e d  and  h a s  t i m e  t o  t h i n k  a b o u t  h i m s e l f .  I t ' s  a s  i f  he r e p r e s e n t s  b o th  
an  e x p r e s s i o n  o f  t h e  a u t o n o m i c  com pon en t  o f  a n g e r  o r  s e x u a l i t y  and  a l s o  a s e v e r e  
r e s t r i c t i o n  on t h e  e x p r e s s i o n  o f  t h e s e  f e e l i n g s .  B r i e f  f o c a l  t h e r a p y  may h e l p  
him e x p l o r e  h i s  f e a r  o f  s u c h  f e e l i n g s  f u r t h e r .  He may o r  may n o t  w is h  t o  
c o n t i n u e  e x p l o r a t i o n  i n  l o n g e r  t e rm  t h e r a p y .  He s u g g e s t e d  t h i s  may be p o s s i b l e  
t h r o u g h  h i s  C h u r c h .
Dr.
S e n i o r  R e g i s t r a r  i n  P s y c h o t h e r a p y
KH/AM
2 9 . 6 . 8 9 .
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SECOND ASSESSMENT SESSION REPORT
PATIENT: Rev .  _ ' T o  
LOCATION: C a s s e l  H o s p i t a l
Y-V Vsl b e ga n  by s a y i n g  h e ' d  t h o u g h t  a b o u t  o u r  l a s t  m e e t i n g  b u t  f e l t  we had 
c o v e r e d  n o t h i n g  new.  He had t a l k e d  w i t h  C h r i s  and  t h o u g h t  a b o u t  a l l  o f  t h e s e  
t h i n g s  b e f o r e  -  I  commented he  had n o t  f o u n d  i t  v e r y  u s e f u l ?  -  and  he s a i d  
' n o ,  i t  w a s n ' t . '  He a p p e a r e d  v e r y  r e l a x e d  an d  I  was  c o n s c i o u s  o f  f e e l i n g  
a n g r y  w i t h  h im .  He wen t  on t o  t a l k  a b o u t  h i s  p r o b l e m s  b e i n g  t h e  same ,  t h e  
a n x i e t y  and d r y  m o u th  a r e  p a r t i c u l a r l y  w or s e  i n  t h e  m o r n i n g s .  He had s t a r t e d  
h i s  own p rogramme t o  t r y  and  d e - s e n s i t i s e  h i m s e l f  t o  t h e s e  sym pt om s .  I  
w o n d e r e d  a b o u t  t h e  m o r n i n g t i m e  and i f  t h e s e  symptoms w er e  r e l a t e d  t o  h i s  
d r e a m s  -  I  a s k e d  o f  an y  r e c u r r e n t  d r e a m s  he h a d .  He s a i d  y e s ,  he d r e a m s  on 
a  number  o f  t h e m e s  -  t h e  f i r s t  one i n v o l v e s  f r i e n d s  and  t h e y  a r e  g o i n g  away 
a n d  he  i s  l o s i n g  t h e m .  I  wondered  i f  i t  i n v o l v e d  s p e c i f i c  f r i e n d s  o r  i f  
he would  t e l l  me a b o u t  a s p e c i f i c  f r i e n d  -  he s a i d  I  c a n ' t ,  i t ' s  j u s t  them,  
t h e y ' r e  i n t e r c h a n g e a b l e .  I  was f e e l i n g  v e r y  a n g r y  and  a t t a c k i n g  by t h i s  s t a g e  
a n d  f e l t  l i k e  j u m p i n g  i n  w i t h  i n t e r r o g a t i n g  q u e s t i o n s .  The s e c o n d  main theme 
i n  h i s  d r e a m s  i s  o f  h a p py ,  s o c i a l ,  d o m e s t i c  s i t u a t i o n s  -  I  a s k e d  f o r  an  exa mpl e  
an d  he s a i d ,  e a t i n g  i n  t h e  lo u n g e  o r  g o i n g  o u t  t o  v i s i t .  I  w o n d e r e d  i f  he 
m e a n t  e a t i n g  a l o n e  and  he s a i d  no,  e a t i n g  w i t h  h i s  f a m i l y  and  h a v i n g  v e r y  
h a p p y  m e m o r ie s  o f  t h i s .  My a n g e r  and i n t e r r o g a t i o n  w e r e  d i s s i p a t e d  by a 
t h o u g h t  o f  him b e i n g  a v e r y  l o n e l y  man w i t h  no f r i e n d s  o r  no r e l a t i o n s h i p s .
He wen t  on t o  t a l k  a b o u t  h i s  f r i e n d s  and m e n t i o n e d  o n e  who i s  b l o n d e  and
w i t h  whom he s h a r e s  an  i n t e r e s t  i n  mode l  r a i l w a y s ,  s h i p p i n g  and  h i s  f o r m e r  
w o r k .  I a n  i s  now m a r r i e d  -  he use d  t o  f a n c y  and  he f e l t  i knew t h i s  and 
^ w a s  p l e a s e d  a b o u t  i t .  A l l  t h e  g i r l s  a t  h i s  work u s e d  t o  t e a s e  ^ ^ j j a b o u t  b e i n g  
g a y .  He t h e n  r e t u r n e d  t o  t a l k  more o f  h i s  symptoms  f o r  some m i n u t e s .
I  a s k e d  him a b o u t  wh a t  o p t i o n s  o f  t h e r a p y  he had b e e n  t h i n k i n g  a b o u t  -  he s a i d  
he w a n t s  h e l p  w i t h  h i s  symptoms ,  o t h e r w i s e  he  i s  v e r y  happ y  w i t h  h i s  c a r e e r  
and  h i s  p a r i s h  w o rk .  I f  he h a d n ' t  symptoms he w o u l d n ' t  be h e r e .  I  o f f e r e d  
him t h r e e  c h o i c e s  a s  I  saw i t ;  f i r s t l y  t o  c o n t i n u e  a s  a t  p r e s e n t  s o r t i n g  h i m s e l f  
o u t ,  d o i n g  h i s  own d e - s e n s i t i s i n g , s e c o n d l y  t o  be r e f e r r e d  v i a  h i s  GF to  a 
c l i n i c a l  p s y c h o l o g i s t  who would work o u t  a b e h a v i o u r a l  p rogramme f o r  h i s  
symptoms  w i t h  him o r  t h i r d l y ,  p s y c h o t h e r a p y ,  w h ic h  would i n v o l v e  12 i n d i v i d u a l  
s e s s i o n s  o v e r  t h e  coming  month s  and would i n c l u d e  e f f o r t s  t o  e n c o u r a g e  him to  
r e d u c e  h i s  m e d i c a t i o n .  He r e s p o n d e d  s a y i n g  he j u s t  n e e d s  t o  c h a n g e  t h e  symptoms 
-  he t h o u g h t  p s y c h o t h e r a p y  c o u l d  r e s t o r e  h i s  e q u i l i b r i u m .  I  commented t h a t  i t  
may h e l p  him t o  c h a n g e  t o  a new e q u i l i b r i u m .  He a s k e d  me wh a t  I  f e l t  a b o u t  t h e  
b e s t  o p t i o n ,  I  commented on h i s  s u p p r e s s e d  a n g e r  and  s e x u a l i t y  and h i s  f e a r  o f  
b e i n g  d e s t r u c t i v e  i f  he e x p r e s s e s  t h e s e .  He s a i d  t h i s  i s  n o t  s o ,  he i s  
a s s e r t i v e  a t  work  b u t  a g r e e d  t h a t  he m i g h t  be f r i g h t e n e d  o f  t h i s  w i t h i n  
r e l a t i o n s h i p s . I  commented t h a t  he h a s  made a l o t  o f  c h a n g e s  i n  h i s  l i f e  
and  h i s  c a r e e r  and  may w is h  t o  t h i n k  a b o u t  c h a n g i n g  a l s o  i n  p s y c h o t h e r a p y .  I  
won der ed  i f  he was f e e l i n g  f r u s t r a t e d  o r  a n g r y  w i t h  me f o r  g o i n g  on a b o u t  what
THERAPIST: Dr.  j<( 
DATE:
C o n t / d
JONT/D
(JOHN) Appendix 1
Notes on Psychotherapy Assessment
he f e l t  was n o t  u s e f u l  t o  h im .  He commented t h a t  t a l k i n g  o f  s e x u a l i t y  i s  
s o m e t h i n g  t h a t ' s  new f o r  h im .  He h a d n ' t  b e e n  a b l e  t o  do t h i s  b e f o r e .  He 
a g r e e d  w i t h  me on t h a t .  W h i le  he was t a l k i n g  a b o u t  t h i s  he was s t a r i n g  
i n t e n t l y  a t  me , s i t t i n g  v e r y  c o m f o r t a b l y  l o o k i n g  a t  me -  I  f e l t  u n e a s y  -  
I  l o o k e d  away by c h o i c e .  I  commented on t h e  l i n k s  b e t w e e n  p h y s i o l o g y  and 
h i s  f e e l i n g s ,  s u g g e s t i n g  t h a t  h i s  symptoms may be an a u t o n o m i c  l i n k  t o  
h i d d e n  s e x u a l  and  a n g r y  f e e l i n g s .  T h i s  se em e d  to  make a l o t  o f  s e n s e  t o  
him and  he  l a t c h e d  on t o  i t  f o r  some t i m e .  We had t h r e e  m i n u t e s  l e f t  and 
I  a s k e d  him f o r  a d e c i s i o n .  He wondered  i f  p s y c h o t h e r a p y  would  h e l p ,  I  
s a i d  i t  m i g h t ,  i t  m i g h t  n o t  -  n e i t h e r  o f  u s  knew.  I  a s k e d  a b o u t  t h e  r e s e a r c h  
o p t i o n ,  he s a i d  he would  h a v e  no p r o b le m  a b o u t  t h i s .  We a r r a n g e d  t h a t  he 
would  w r i t e  a nd  l e t  me know w i t h i n  t h e  n e x t  week i f  he  w i s h e d  t o  t a k e  up  t h e  
o f f e r  o f  12 s e s s i o n s .
I m p r e s s i o n
I  t h i n k  12 s e s s i o n s  w i t h  him w i l l  be v e r y  d i f f i c u l t  w o r k .  The f o c u s  w i l l  be 
t o  s h i f t  h i s  t a l k  o f  symptoms  t o  r e f l e c t i o n  on h i s  i n n e r  w o r l d ,  p a r t i c u l a r l y
he m i g h t  be h e l p e d  t o  f a c e  h i s  d e s t r u c t i v e ,  a n g r y ,  l o v i n g  and  s e x u a l  f e e l i n g s ,
w hic h  he h a s  k e p t  s u p r e s s e d  and  i n h i b i t e d .
I  w i l l  w r i t e  more f u l l y  t o  h i s  GP when I h e a r  from
DR. K-
S e n i o r  R e g i s t r a r  i n  P s y c h o t h e r a p y
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D e a r  Dr .  
Re:
Thank  you f o r  r e f e r r i n g  t h e  a b o v e  named man who h a s  b e e n  s e e n  by m y s e l f  on 
two o c c a s i o n s  a t  t h e  C a s s e l  H o s p i t a l .  As you s a y  i n  y o u r  r e f e r r a l  l e t t e r ,  
he  h a s  b e e n  i n  t h e  l a s t  y e a r  a  v i c t i m  o f  c e r t a i n  power  s t r u g g l e s  a t  t h e  BBC, 
and  a s  a r e s u l t  became q u i t e  d e p r e s s e d  l a s t  Summer and  a l s o  b e g a n  t o  h a v e  
e p i s o d e s  o f  a p p a r e n t  h y p e r - v e n t i l l a t i o n  w i t h  f u r t h e r  p h y s i c a l  c o n s e q u e n c e s .
H i s  symptoms  have  be en  c o n t r o l l e d  o n l y  p a r t i a l l y  w i t h  P r o t h i a d e n  and 
M o t i v a l ,  a l t h o u g h  he  h as  s e e n  a d r a m a t i c  im p r o v e m e n t  i n  h i s  o v e r a l l  
c o n d i t i o n ,  a s  you s a y .  He wo uld  however  l i k e  t o  come o f f  h i s  m e d i c a t i o n
and  he i s  w o r r i e d  a b o u t  a r e c u r r e n c e  o f  h i s  sy mp to ms .
Qrv-o*c^-. . p r e s e n t e d  on b o t h  o c c a s i o n s  t o  me a s  a p l e a s a n t  and  v e r y  a r t i c u l a t e  
man o f  l a r g e  d i m e n s i o n s .  I  g o t  t h e  i m p r e s s i o n  v e r y  e a r l y  on t h a t  he was a b l e  
t o  g i v e  me v e r y  c o n c r e t e  d e t a i l s  a b o u t  h i s  p a s t  l i f e  i n  t e r m s  o f  h i s  s u c c e s s e s  
i n  a l l  a s p e c t s  o f  h i s  l i f e  a n d ,  i n  p a r t i c u l a r ,  h i s  a b i l i t y  t o  be  s u c c e s s f u l  
i n  t h e  a c a d e m i c  i n t e l l e c t u a l  w o r l d .  He f o u n d  i t  f a r  l e s s  e a s y  t o  t a l k  a b o u t  
~ h i s  e m o t i o n s  and on o c c a s i o n s  w a n t e d  t o  r e a s s u r e  me t h a t  w h a t  he  was t e l l i n g  
me was t h e  t r u t h  and  a t  o t h e r  t i m e s  t o l d  me t h a t  he was f e e l i n g  e x t r e m e l y  
u n c o m f o r t a b l e  " i n  h i s  g u t "  a b o u t  e x p l o r i n g  some o f  h i s  f e e l i n g s ,  p a r t i c u l a r l y  
a r o u n d  h i s  c h i l d h o o d .  I  became a w a re  t h a t  he  was  q u i t e  d i s m i s s i v e  o f  t h e
d i f f i c u l t i e s  t h a t  he and h i s  w i f e  had e x p e r i e n c e d  a  f ew y e a r s  a g o  i n  t r y i n g
t o  c o n c e i v e  and a l s o  t h e  l e n g t h y  i n v e s t i g a t i o n s  w h ic h  b o t h  o f  them had  
u n d e r g o n e ,  i t  s e e m s ,  t o  t r y  and  l o c a t e  t h e  r e a s o n  f o r  t h e i r  i n f e r t i l i t y .  He
t r i e d  t o  a s s u r e  me t h a t  t h e r e  w e r e  r e a l l y  no p r o b l e m s  i n  t h i s  a r e a  f o r  him
i n  a v e r y  u n c o n v i n c i n g  f a s h i o n .
I n  t e r m s  o f  h i s  e a r l y  r e l a t i o n s h i p  he s a y s  t h a t  he had a  v e r y  c l o s e  r e l a t i o n s h i p  
w i t h  h i s  m o t h e r  who was a v e r y  s t r o n g  c h a r a c t e r  and a g r e g a r i o u s  n a t u r e .
He s a i d  t h a t  he l i k e d  h i s  f a t h e r  v e r y  much b u t  was u n a b l e  t o  b r i n g  a ny  f u r t h e r  
d e e p e r  e m o t i o n a l  f e e l i n g s  a r o u n d  h i s  r e l a t i o n s h i p  w i t h  h i s  f a t h e r .  P r o m i n e n t  
in  t h e  f a m i l y  h i s t o r y  g i v e n  was a s e n s e  t h a t  t h e  f a m i l y  had  made a l o t  o f  
t h e m s e l v e s  f rom n o t  v e r y  much and  t h a t  h i s  f a t h e r  o f t e n  u s e d  t o  show him
t o  p a r e n t a l  f r i e n d s  a s  a a c a d e m i c  show p i e c e .  I n  o u r  s e c o n d  s e s s i o n  t o g e t h e r
he was a b l e  to  e x p l o r e  a  l i t t l e  o f  h i s  a n g e r  t o w a r d s  h i s  f a t h e r  i n  t h i s  
r e g a r d  b u t  i t  was v e r y  much mu te d  i n  t h e  g u i s e  o f  a  s m a l l  b o u r g e o i s  r e b e l l i o n  
when he was i n H i i s  t e e n s .  H i s  f a m i l y ' s  upw ard  s o c i a l  m o b i l i t y  a p p e a r s  t o  
i n t e r e s t  him g r e a t l y  and he to o k  some t i m e  t e l l i n g  me o f  t h e  f a m i l y ' s  r o o t s  
a s  f a r m e r s  in  Y o r k s h i r e  two g e n e r a t i o n s  a g o .
I n  t e r m s  o f  a p l a n  f o r  f u t u r e  ma nagement  f o u n d  i t  v e r y  d i f f i c u l t
t o  e x p l o r e  p o s s i b l e  a v e n u e s  f o r  h i m s e l f  and  v e r y  much w a n t e d  me t o  t e l l  him 
i n  which  d i r e c t i o n  t o  g o .  I  e x p l o r e d  p o s s i b i l i t i e s  o f  e i t h e r  l o n g  t e r m  
i n d i v i d u a l  t r e a t m e n t  o r  b r i e f  p s y c h o t h e r a p y  o v e r  12 s e s s i o n s .
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I  a l s o  s u g g e s t e d  t h a t  t h e r e  was  a p o s s i b i l i t y  o f  a more  b e h a v i o u r a l  o r  
c o g n i t i v e  a p p r o a c h  f ro m  t h e  P s y c h o l o g y  D e p a r t m e n t  ' ~
H o s p i t a l .  I n  many ways  t h i s  l a t t e r  s u g g e s t i o n  l i n k e d  him b e s t  w i t h  t h e  
e x p e c t a t i o n s  t h a t  b r o u g h t  e a r l y  i n  h i s  s e s s i o n s  i n  t e r m s  o f
h i s  t r e a t m e n t  h o p e s .  He w a n t e d  t o  be a b l e  t o  u n d e r s t a n d  why t h e  p h y s i c a l  
symp to ms  o c c u r  and t o  be a b l e  t o  a n t i c i p a t e  them and c o n t r o l  them when 
t h e y  h a p p e n  w i t h o u t  t h e  n e e d  f o r  d r u g s .  At t h e  end o f  o u r  s e c o n d  s e s s i o n  
he s t a t e d  t h a t  he would l i k e  t o  t r y  a b r i e f  f o c a l  p s y c h o t h e r a p y  w i t h  t h e  
p o s s i b i l i t y  o f  a l s o  h a v i n g  some c o g n i t i v e  i n p u t  f rom t h e  P s y c h o l o g y  
D e p a r t m e n t .  I  t h i n k  t h i s  i s  a r e a s o n a b l e  way t o  go a b o u t  t h i n g s .  However ,  
i t  w o u ld  a p p e a r  t h a t  n e i t h e r  o f  t h e s e  o p t i o n s  c o u l d  commence b e f o r e  t h e  
b e g i n n i n g  o f  Au gus t  when r e t u r n s  f rom a  h o l i d a y .
T h e r e  i s  a l s o  t h e  a s p e c t  o f  a  w a i t i n g  l i s t  f o r  a  p s y c h o l o g y  a s s e s s m e n t .
I  h a v e  a r r a n g e d  t o  b e g i n  a b r i e f  f o c a l  p s y c h o t h e r a p y  for i n  t h e
m i d d l e  o f  Aug us t  w h ic h  w i l l  l a s t  o v e r  r o u g h l y  12 weeks  a nd  w i l l  h av e  a s  
i t s  f o c u s  h i s  r e l a t i o n s h i p  w i t h  h i s  f a t h e r .  I  h av e  e n l i g h t e n e d  
a s  t o  t h e  p o s s i b i l i t y  o f  him r e q u i r i n g  i n d i v i d u a l  l o n g  t e r m  t h e r a p y  a f t e r  
t h i s  and  I  have  a l s o  s u g g e s t e d  t h a t  i f  t h e  n e e d  f o r  e i t h e r  t h i s  a p p r o a c h  
o r  a  p s y c h o l o g i c a l  a p p r o a c h  c h a n g e s  i n  any  way b e f o r e  t h e  m i d d l e  o f  A u g u s t  
t h a t  he s h o u l d  l e t  u s  know and  we c o u l d  r e c o n s i d e r  t h i s  p o s i t i o n .
I n  t e r r a s  o f  a s k i n g  f o r  a  p s y c h o l o g y  a s s e s s m e n t  I  wou ld h a v e  t h o u g h t  t h a t  
i t  w o u l d  be s e n s i b l e  i f  you r e f e r  d i r e c t l y  t o  C h a r i n g  C r o s s
P s y c h o l o g y  D e p a r t m e n t  t o  s e e  w h e t h e r  t h e y  c o u l d  o f f e r  a  b e h a v i o u r a l  a p p r o a c h  
t o  t h e s e  p s y c h o s o m a t i c  p r o b l e m s .  I  w i l l ,  o f  c o u r s e ,  l e t  you know t h e  ou tc o m e  
o f  my b r i e f  f o c a l  p s y c h o t h e r a p y  w i t h  . and  i f  you  r e q u i r e  any f u r t h e r
i n f o r m a t i o n  on o u r  c o n s u l t a t i o n s  o r  a r e  n o t  in  a g r e e m e n t  w i t h  t h e  p l a n  t h e n  
p l e a s e  d o  n o t  h e s i t a t e  t o  c o n t a c t  me.
Y o u rs  s i n c e r e l y ,
D r .  f
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I  s a w s i x  mo nth s  a f t e r  f i n i s h i n g  b r i e f  p s y c h o t h e r a p y  w i t h  Dr f  
who was u n a b l e  t o  do t h e  f o l l o w  up h e r s e l f  a s  sh e  h a s  now l e f t — 
t h e  h o s p i t a l  „ had c o n f i r m e d  t h e  a p p o i n t m e n t  b u t  had s p e c i f i e d
t h a t  he was u n s u r e  who he was s e e i n g  and h a d n ' t  r e c e i v e d  my l e t t e r  e x p l a i n i n g  
why i t  would be me r a t h e r  t h a n  Dr £  He b r o u g h t  w i t h  him a l a r g e  f i l e  
f rom w hic h  he e x t r a c t e d  v a r i o u s  l e t t e r s  f ro m  t h e  C a s s e l  H o s p i t a l  i n  a r a t h e r  
a g g r e s s i v e  way a s  i f  t o  i n d i c a t e  i n c o m p e t e n c e  on my p a r t .  He was a l s o  
a n n o ye d  t h a t  h a v i n g  s e e n  Mrs C a l v e r t  f o r  a f o l l o w  up in  J a n u a r y ,  t h a t  h i s  
t i m e  was b e i n g  w a s t e d  and t h a t  he f e l t  t h a t  he had s a i d  e v e r y t h i n g  to  Mrs 
C a l v e r t  and t h i s  r a t h e r  a g g r e s s i v e ,  t r u c u l e n t  s t a n c e  was d i f f i c u l t  t o  d e a l  
w i t h  and l e f t  me t h i n k i n g  what  a v e r y  i n s e c u r e  man he mus t  be t h a t  he n ee d e d  
t o  h i d e  b e h i n d  s u c h  a b l u s t e r i n g  and  o v e r b e a r i n g  f a c a d e .
When I  won dered  w i t h  him how t h i n g s  had b e e n  o v e r  t h e  l a s t  s i x  month s  he 
p r o c e e d e d  t o  g i v e  me a n a r r a t i v e  a c c o u n t ,  w h ic h  I  was n o t  a l l o w e d  t o  
i n t e r r u p t  a t  any  p o i n t ,  and w hic h  w e n t  on  f o r  a b o u t  10 m i n u t e s  i n  g r e a t  
d e t a i l ,  e x p l a i n i n g  a l l  t h e  t r e a t m e n t s  t h a t  h e ' d  had  whic h  i n c l u d e d  t r e a t m e n t  
a t  t h e  L i p i d  C l i n i c  f o r  High C h o l e s t e r o l  L e v e l s  and  C o g n i t i v e  P s y c n o -  
t h e r a p y  a t  C h a r i n g  C r o s s ,  w i t h  i n t e r m i i t e n t  o u t p a t i e n t  a p p o i n t m e n t s  w i t h  
P r o f e s s o r  He a l s o  l e t  me know t h a t  he had  been  o f f e r e d  a n o t h e r  j o b
a t  t h e  i n  November i n v o l v e d  w i t h  t h e  t e l e v i s i n g  o f  and he
seemed c o n v i n c e d  t h a t  I  would ha ve  s e e n  h im on T e l e v i s i o n  e a r l i e r  t h i s  week ,  
a l m o s t  a s  a m e a s u r e  o f  how i m p o r t a n t  h i s  new j o b  was .  Al l  o f  t h i s  was a c t u a i l ;  
v e r y  i r r i t a t i n g  and  I  began  t o  g e t  a s e n s e  o f  h i s  u n d e r l y i n g  v u l n e r a b i 1 i t y  whei 
he  s p o k e  o f  how he had t o  come t o  t e r m s  w i t h  t h e  f a c t  t h a t  he would n e v e r  be 
p r om ot e d  i n  a m a n a g e r i a l  c a p a c i t y  and  t h a t  h e ' d  r e a l l y  r e a c h e d  t h e  t o p  o f  t h e  
l a d d e r ,  and  would have  t o  a c c e p t  t h a t  and  be c o n t e n t  w i t h  t h e  s e c u r i t y  o f  
t e n u r e  and  t h i s  p r e s t i g i o u s  p o s t .  He s p o k e  a b o u t  how s e n i o r  management  wou ldn  
l e t  him manage and o f  t h e  a g e i s m  i n  b r o a d c a s t i n g ,  so  t h a t  a l l  t h e  s e n i o r  j o b s  
were  g o i n g  to  p e o p l e  in  t h e i r  t h i r t i e s .  At t h i s  p o i n t  I f e l t  he r a t h e r  g l a r e d  
a t  me, a s  i f  I t o o  were g u i l t y  o f  b e i n g  i n  my t h i r t i e s .  He c l e a r l y  f e l t  v e r y  
s t r o n g l y  t h a t  t h e  t r e a t m e n t  t h a t  had  h e l p e d  him t h e  mos t  was t h e  C o g n i t i v e  
P s y c h o t h e r a p y  t h a t  he had had w i t h  t h e  p s y c h o l o g i s t  * He f o u r
i t  v e r y  d i f f i c u l t  t o  a d m i t  t o  how d i s a p p o i n t e d  he haa  be.-.-, i n  Dr J]  ‘L p p r o
He was a n x i o u s  t o  t e l l  me t h a t  he was a r a t i o n a l ,  a n a l y t i c a l  man and  f e l t  t h a t  
e ve n  t h o u g h  t h e  C o g n i t i v e  P s y c h o t h e r a p y  h a d  b e e n  t h e  mos t  v a l u a b l e  t o  h im,  bee  
i t  s e e m , e d  t h e  mos t  r e l e v a n t ,  n e v e r t h e l e s s  i t  may n o t  h a v e  been  t h a t  t h a t  had 
p r o d u c e d  t h e  g r e a t e s t  c h a n g e .
O v e r a l l  he  was f e e l i n g  much b e t t e r .  H i s  h y p e r v e n t i l a t i o n  a t t a c k s  had f i n i s h e d  
He now f e e l s  he ca n  manage h i s  a n x i e t y  i n  a much more c o n s t r u c t i v e  way.  He wa 
more a t  p e a c e  w i t h  h i m s e l f .  He had c h a n g e d  h i s  d i e t  and was e x e r c i s i n g  
f r e q u e n t l y ,  a l t h o u g h  he was s t i l l  c o n c e r n e d  a b o u t  t h e  r i s k  o f  h e a r t  d i s e a s e  
and  h i s  c h o l e s t e r o l  l e v e l s  seemed  t o  h a v e  i n c r e a s e d  r a t h e r  t h a n  d e c r e a s e d  on 
h i s  new r e g i m e .  E v e r y t h i n g ,  he a s s u r e d  me,  was a l r i g h t  a t  home.  He s a i d  he 
had s e t t l e d  back  i n t o  a n i c h e  i n  t h e  '  A l l  i n  a l l  he t h o u g h t  h e ' d
w e a t h e r e d  a c r i s i s  and come t h r o u g h  t h e  s t o r m .  In  f a c t ,  he t o l d  me p r o u d l y ,  
a l o t  b e t t e r  t h a n  o t h e r  c o l l e a g u e s  i n  a s i m i l a r  s i t u a t i o n  had c o p e d .
He had b r o u g h t  a l o n g  a f i l e  o f  u s e f u l  p a m p h l e t s  on C o g n i t i v e  T h e r a p y  w h ich  
he  was q u i t e  happy  t o  show me i f  I w a n t e d  t o  s e e  t h e m .  I  was a b l e  t o  r e a s s u r e  
him t h a t  I  ha v e  an u n d e r s t a n d i n g  o f  t h e  n a t u r e  o f  C o g n i t i v e  T h e r a p y .  I t  was 
a l m o s t  a s  i f  he f e l t  he wan te d  t o  t e a c h  me a s u p e r i o r  t e c h n i q u e  t o  t h a t  a d o p t e
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a t  The C a s s e l .  R a t h e r  s u r p r i s i n g l y  he t h e n  wen t  on t o  a s k  w h e t h e r  t h e r e
was a n y t h i n g  he c o u l d  do t o  h e l p  The C a s s e l  i n  i t s  c u r r e n t  p r e d i c a m e n t .
A f t e r  a l l ,  he had many P a r l i a m e n t a r y  c o n t a c t s  and  knew n e a r l y  a l l  t h e  MPs.
He was v e r y  i r r i t a t e d  t h a t  a l e t t e r  he  had s e n t  t o  Dr X , e n c l o s i n g  a 
copy o f  t h e  H an sa rd  t r a n s c r i p t  o f  t h e  d e b a t e  on The C a s s e l  and a n o t e  
o f f e r i n g  t o  h e l p ,  had n o t  b ee n  a n s w e r e d .  I  e x p l a i n e d  t h a t  p e r h a p s  i t  
was l o s t  i n  t h e  s v s t e m .  t  H i H i o f  H i m  Un<->w t h a t  T would p a s s  on h i s  o f f e r
o f  h e l p  . . . .  w iuuii wi >•.. t
We f i n i s h e d  r a t h e r  more a m i c a b l y ,  I  t h i n k  he h a v i n g  had t h e  s e n s e  o f  b e i n g
more a b e n e f a c t o r  t h a n  a p a t i e n t ,  w i t h  an u n d e r s t a n d i n g  t h a t  he d i d n ' t  w i s h
t o  have  f u r t h e r  t r e a t m e n t  a t  t h e  moment and knew t h a t  he c o u l d  be r e f e r r e d
back t o  The C a s s e l  in  t h e  f u t u r e  s h o u l d  t h e  n e e d  a r i s e .
I  ha ve  w r i t t e n  t o  t h e  GP.
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D ea r  Dr.  7S
Thank  you f o r  y o u r  l e t t e r  a b o u t  £1 l \ Z . A S cT h  whom I  saw f o r  p s y c h o t h e r a p y  
a s s e s s m e n t  e a r l i e r  t h i s  month .
i s  a 29 y e a r  o l d ,  s i n g l e  woman who p r e s e n t s  a t  a t i m e  o f  s t r e s s  
. -cause o f  a d i s i n t e g r a t i n g  r e l a t i o n s h i p  w i t h  h e r  b o y f r i e n d  o f  s i x  y e a r s  s t a n d i n g .  
She o f f e r e d  a d r a m a t i c  p r e s e n t a t i o n  w i t h  marke d  p o l a r i s a t i o n  i n  r e l a t i o n  t o  many 
l i f e  i s s u e s .  I n i t i a l l y  sh e  t o l d  me t h a t  sh e  d i d n ' t  know w h e t h e r  s h e  s h o u l d  lo o k  
f o r  p s y c h o t h e r a p y  o r  f o r  a t i c k e t  t o  B r a z i l .  She had j u s t  r e t u r n e d  f rom B r a z i l  
w h e r e  s h e  had  e n j o y e d  h e r s e l f  and f e l t  t h a t  sh e  was o f f e r e d  "a  d i f f e r e n t  p e r s p e c t i v e  
t h e r e " .  She f e e l s  t h a t  i t  i s  i m p o s s i b l e  f o r  h e r  t o  l e a v e  t h e  r e l a t i o n s h i p  w i t h  
h e r  b o y f r i e n d ,  J , w h i l e  sh e  r e m a i n s  i n  B r i t a i n  and t h a t  t o  do so  s h e  would
n e e d  t o  go a b r o a d .  " I f  I  s t a y  h e r e  i t  w i l l  j u s t  d r a g  o n " .  I n  t h e  p a s t  jEl *— 
a C o u n s e l l o r  f o r  t h r e e  y e a r s  w h i l e  sh e  was i n  a r t  c o l l e g e  ' .
She s a y s  t h a t  a t  t h e  t im e  sh e  f ou nd  t h i s  c o u n s e l l i n g  h e l p f u l  b u t  in  
r e t r o s p e c t  f e l t  t h a t  s h e  s p e n t  mos t  o f  h e r  t im e  "w^ing*ing a nd  f u l l  o f  s e l f  p i t y " .
£ _ L _ t o f f e r e d  a c o l o u r f u l  p i c t u r e  o f  h e r  f a m i l y .  She s a i d  t h a t  h e r  f a t h e r  
who i s  65 y e a r s  o f  age  i s  a r e s e r v e d  man b u t  somewhat  l i k e  h e r s e l f ,  i n  t h a t  he i s  
" s u p e r f i c i a l l y  q u i e t  b u t  a m a s s ^ i v e  e g o i s t  u n d e r n e a t h " .  She s a y s  t h a t  he i s  
r e l i g i o u s  and v e r y  i n h i b i t e d .  He e n j o y s  mus i c  and  w i t h  h i s  w i f e  he h a s  now r e t i r e d  
t o  Wales and  l i v e s  o u t  i n  t h e  c o u n t r y  where  t h e y  a r e  s e l f  s u f f i c i e n t  t o  some e x t e n t .  
She d e s c r i b e s  h e r  62 y e a r  o l d  m o t h e r ,  who i s  a r e t i r e d  t e a c h e r ,  a s  a l s o  i n h i b i t e d . 
" ' -e s a y s  t h a t  h e r  r e l a t i o n s h i p  w i t h  h e r  m o t h e r  i s  d i s t a n t .  A G c T m  h e r s e  1 f  i s
,e t h i r d  o f  _ f ivg s i b l i n g s .  Her  e l d e s t  b r o t h e r ,  i s  31 y e a r s  o f  ag e  and
s h e  s a y s  t h a t  he i s  " p r e t t y  s t r a n g e " .  She d e s c r i b e s  him a s  b e i n g  d u l l  and  won dered  
w h e t h e r  he was e d u c a t i o n a l l y  s u b n o r m a l .  She h a s  l i t t l e  c o n t a c t  w i t h  him b u t  
u n d e r s t a n d s  t h a t  he s p e n d s  much o f  h i s  t im e  un em p lo ye d  o r  a t  t i m e s  work s  a t  j o b s  
s u c h  a s  c l e a n i n g  w i n d o w s .  The n e x t  i n  t h e  f a m i l y  i s  ‘ m who i s  30 y e a r s  o f  age
an d  l i v e s  i n  London.  --------- 1 i s  s i n g l e  and  h a s  s t u d i e d  f o r  much o f  h e r  l i f e  t o
d a t e .  She i n i t i a l l y  t o o k  a h i s t o r y  d e g r e e  *nd s i n c e  t h e n  h a s  worke d  s t u d y i n g
a r t s  and c r a f t s .  AccoT' ^ ’ r' <r toCi-VJLAGGTM ____ 1 " c a n ' t  l a u n c h  h e r s e l f  i n t o
r e a l  l i f e " .  She s e e s  l .   a s  b e i n g  i n h i b i t e d  and  e c c e n t r i c .  A l t h o u g h
l i v e s  i n  London E l M t A ' C t T N  h a s  l i t t l e  c o n t a c t  w i t h  h e r .  T h e r e  a r e  two y o u n g e r  
b r o t h e r s ,  .1 i s  a g e d  27 and  he works  a s  an E n g i ' - ' ^ r .  She s e e s  him a s
s u c c e s s f u l  and " t h e  mos t  r e a l i s t i c  o f  a l l  o f  u s " .  _ . . .  .1 i s  26 and  work s  a s  
a H o r t i c u l t u r i s t .  He l i v e s  w i t h  h i s  g i r l f r i e n d  and  s h e  s a y s  he i s  e a s y  g o i n g .
She i s  i n  r e g u l a r  c o n t a c t  w i t h  h im.  She f e e l s  t h a t  a l l  t h e  members o f  h e r  f a m i l y  
ha ve  "a t e n u o u s  c o n t a c t  w i t h  r e a l i t y " .  T h e r e  i s  a f a m i l y  h i s t o r y  o f  p s y c h i a t r i c  
d i s o r d e r  , i n  t h a t  h e r  s i s t e r  ha s  been  t r e a t e d  f o r  d e p r e s s i o n  and  h a s  a t t e n d e d  
f o r  g r ou p  t h e r a p y .  Her  b r o t h e r  M i c h a e l  was s e e n  by h i s  l o c a l  d o c t o r  f o r  s t r e s s .
Cont.
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Of n o t e  i n  h e r  p e r s o n a l  h i s t o r y ,  C. V-\ r e c a l l s  i n  h e r  e a r l y  d e v e l o p m e n t
i t h a t  s h e  was aware  o f  h e r  m o t h e r  n o t  b e i n g  p r e s e n t  a s  h e r  m o t h e r  was t e a c h i n g .She r e c a l l s  a f e e l i n g  o f  ab a n d o a a e o t  i n  r e l a t i o n  t o  t h i s .  She a t t e n d e d  s c h o o l  u n t i l  t h e  age  o f  16 and  s a i d  s h e  was a l w a y s  " v e r y  c o m p e t i t i v e " ,  and f u r t h e r m o r e  
" I  f e l t  s t r e s s ,  I  a l w a y s  f e l t  I  w a s n ' t  d o in g  e n ou gh  and  I  h a d  s l e e p l e s s  n i g h t s  
e ve n  b e f o r e  t h e  11 p l u s " .  She rem embers  s c h o o l  a s  a t i m e  o f  exams and a n x i e t y .
She l e f t  a f t e r  t a k i n g  ' O '  l e v e l s .  She s p e n t  a y e a r  s t u d y i n g  c l o t h i n g  d e s i g n  
and t h e n  wen t  on t o  do a g e n e r a l  a r t s  f o u n d a t i o n  c o u r s e  f o r  a y e a r .  She s p e n t  
a y e a r  d o i n g  a number  o f  odd j o b s  whic h  she  d i d  n o t  e n j o y  a nd  t h e n  went  t o  
N o t t i n g h a m  t o  s t u d y  p h o t o g r a p h y .  She s t a y e d  t h e r e  one t e r m  o n l y  and  moved to  
London t o  s t u d y  p h o t o g r a p h y  and f i l m i n g .  She t o o k  a t h r e e  y e a r  c o u r s e  h e r e  
and  t h e n  was unemployed f o r  t h e  n e x t  y e a r .  She s u b s e q u e n t l y  d i d  a c o u r s e  in  
th e  Roy a l  C o l l e g e  o f  A r t  and h a s  s i n c e  done f r e e l a n c e  work i n  f i l m i n g  f o r  th e  
p a s t  t h r e e  y e a r s .  She h as  a t t a i n e d  some s u c c e s s  i n  t h i s  f i e l d  and ha s  worked 
in  I t a l y  and B r a z i l  a s  a D i r e c t o r  i n  t h e  l a s t  y e a r .  When s e n i o r  j o b s  i n  f i l m  
making  a r e  n o t  a v a i l a b l e  to  h e r  s h e  works  o p e r a t i n g  l i g h t i n g  and  c a m e r a s .
Her  p l a n s  a r e  t o  c o n t i n u e  w o r k i n g  a s  a f i l m  m a ke r  and w r i t i n g  s c r i p t s .
fcCTH-'i  f i r s t  l o n g  t e rm r e l a t i o n s h i p  was a t h r e e  y e a r  r e l a t i o n s h i p  when 
sh e  was 17 t o  20 .  She s a i d  t h a t  s h e  was v e r y  d e p e n d a n t  i n  t h a t  r e l a t i o n s h i p  
and e v e n t u a l l y  t h e y  d r i f t e d  a p a r t .  A f t e r  a few s h o r t  r e l a t i o n s h i p s  w i t h  b o y f r i e n d s  
she  met  M a r t i n  when s h e  was 2 3 .  He was one y e a r  h e r  s e n i o r  and  he was a l s o  i n v o l v e d  
i n  t h e  f i l m  b u s i n e s s .  She s a i d  t h a t  he i s  v e r y  work  o r i e n t a t e d  and  t h e y  had a 
p o o r  r e l a t i o n s h i p  o v e r  t h e  y e a r s  b u t  c o n s i d e r a b l y  w o rs e  o v e r  t h e  l a s t  s i x  m o n t h s .
£ La-^A&ITTH s a y s t h a t  s h e  f e e l s  t h a t  s h e  ha s  an  i n f e r i o r  c o m p le x  i n  r e l a t i o n  t o  
M a r t i n  and  t h a t  a s  t h e i r  r e l a t i o n s h i p  w o r s e n e d  s h e  f e e l s  d e v a s t a t e d  and s t r u g g l e s  
t o  s u r v i v e .  She d e s c r i b e s  t h e  f i l m  w o r l d  and M a r t i n ' s  s o c i a l  l i f e  a s  a p l a c e  
wdth h ea vy  e m p h a s i s  on s u c c e s s  and  a c h i e v i n g  and  sh e  d e s c r i b e s  h e r  own u n h a p p i n e s s  
i n  t h i s  a t m o s p h e r e .  cli-a_*YG£TH- l i v ^ s  a l o n e  and  s a y s  s h e  h a s  been " r e c l u s i v e "  
o v e r  t h e  l a s t  y e a r .  Her  b o y f r i e n d ,  ___ , v i s i t s  h e r  a b o u t  o n ce  p e r  week.
P r e m o r b i d l y ,  Q_J"Z-iVg£rv+ s a y s  sh e  n e v e r  f e l t  any  c o n f i d e n c e  i n  h e r s e l f  and 
r e l i e d  on o t h e r s  to  g i v e  h e r  t h i s .  She do es  n o t  a b u s e  d r u g s  o r  a l c o h o l .
On m e n t a l  s t a t e  e x a m i n a t i o n  f t  UVt-A-'0 tfTV^as  b r i g h t  and a r t i c u l a t e .  She i s  
o f t e n  d r a m a t i c  in  h e r  p r e s e n t a t i o n  and i t  s eems a s  t h o u g h  m o s t  o f  h e r  l i f e  and 
e x p e r i e n c e s  were  d e s c r i b e d  i n  a v e r y  p o l a r i s e d  way t h e  m o s t  w o n d e r f u l  o r  t h e  
w o r s t " .  Her  ma in  di l emma a t  p r e s e n t  i s  w h e t h e r  t o  a b a nd o n  o r  be a b a n d o n e d .
I d i s c u s s e d  t h e  p o s s i b i l i t y  o f  b r i e f  t h e r a p y  w i t h  i n c l u d i n g  t h e  o p t i o n
o f  g r o u p  work .  She f e l t  u n a b l e  t o  commit  h e r s e l f  t o  a g r o u p  and  we a g r e e d  on 
b r i e f  t h e r a p y .  She h a s  been p u t  on t h e  w a i t i n g  l i s t  f o r  b r i e f  t h e r a p y .
S e n i o r  R e g i s t r a r  -  u t p a r t m e n t  o f  P s y c h o t h e r a p y .
W est Lambeth Hearth Authority
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\ 1 a j a V  i s  a vpsp o ld  s inoOo woman who work s  a s  S e n i o r  D i e t i c i a n  a t
She was r e f e r r e d  f o r m a l l y  by h e r  GP,
Dr.  b e c a u s e  o f  m u l t i p l e  a n x i e t y  p r o b l e m s  r e l a t e d  t o  a f a m i l y  h i s t o r y
o f  b r e a s t  c a n c e r  and h e r  c u r r e n t  c o n c e r n  a b o u t  t h e  h e a l t h  o f  h e r  G r a n d m o th e r .  
Dr .  : has  known h e r  s o c i a l l y  f o r  t h e  p a s t  number  o f  months
and w r o t e  a s u p p o r t i n g  l e t t e r  t o  t h e  r e f e r r a l .  She f i l l e d  h e r  fo rm A 
v e r y  c o m p r e h e n s i v e l y ,  h a v i n g  g i v e n  i t  a  l o t  o f  t h o u g h t .  P r i o r  t o  my 
s e e i n g  h e r  s h e  had conveyed  t h e  m e s s a g e  t h a t  s h e  was v e r y  ne e dy  and  a n x i o u s  
and need ed  t o  be seen  a s  q u i c k l y  a s  p o s s i b l e .  I  saw h e r  a week e a r l i e r  t h a n  
I  had o r i g i n a l l y  p l a n n e d .
When I  c o l l e c t e d  he r  from t h e  w a i t i n g  r oo m ,  s h e  a s k e d  where  t h e  t o i l e t  was 
and k e p t  me w a i t i n g  f o r  a c o u p l e  o f  m i n u t e s .  She wondered  i f  I  had r e a d  
h e r  form and t h e n  s a i d  she d i d n ' t  know w h e r e  t o  b e g i n .  She t a l k e d  
i n i t i a l l y  o f  h e r  a n x i e t y  and h e r  o b s e s s i o n s  p a r t i c u l a r l y  a r o u n d  t h e  h o u s e ,  
f e a r i n g  t h a t  t h e  g as  would be l e f t  on c a u s i n g  an  e x p l o s i o n  o r  t h e  t a p s  
l e f t  on ,  c a u s i n g  f l o o d i n g .  She s p o k e  o f  c h e c k i n g  a l o t  on h e r  d e c i s i o n s  
a t  work,  p a r t i c u l a r l y  ov e r  t h e  l a s t  6 m o n t h s .  I  commented t h a t  i t  a p p e a r e d  
sh e  f e l t  s o m e t h i n g  ve ry  d e s t r u c t i v e  m i g h t  h a p p e n  i f  sh e  d i d n ' t  k e e p  i t  u n d e r  
c o n t r o l .  She re sp o n d e d  s a y i n g  s h e  d i d n ' t  t h i n k  s h e  would c a u s e  a n y t h i n g  
d e s t r u c t i v e  b u t  t h i n g s  p a s s i v e l y  h a p p e n  t o  h e r .  She sp o k e  o f  f e e l i n g  
c r i t i s i z e d  by a c o l l e a g u e  a t  work who h a d  a c c u s e d  h e r  o f  s t e p p i n g  o u t  o f  
h e r  r o l e  and making  a m e d i ca l  d e c i s i o n .  She a c k n o w le d g e d  t h a t  s h e  f e e l s  
v e r y  s e n s i t i v e  b o th  how she  f e e l s  h e r s e l f  and  t o  wha t  o t h e r  p e o p l e  t h i n k  
o f  h e r .  She spok e  a b i t  o f  how s u c c e s s f u l  s h e ' s  been  i n  h e r  i n d e p e n d e n t  
c a r e e r .  When I  e n q u i r e d  f o r  h e r  t o  t a l k  a b o u t  h e r  M o th e r ,  s h e  became v e r y  
t e a r f u l  and s a i d  she c a n ' t  t a l k  o f  d e a t h  o r  o f  t h e  happy  t i m e s  -  t h a t  i t  
was t o o  p a i n f u l  -  ' d i d  I  mind i f  s h e  d i d n ' t  s p e a k  o f  t h i s '  -  'wou ld  i t  
m a t t e r ' ?  -  'wou ld  i t  a f f e c t  t h e  t h e r a p y ' ? .
I  ac k n ow le d ge d  i t  was d i f f i c u l t  f o r  h e r  t o  s h a r e  t h i s  p a i n  and wondered  
a b o u t  h e r  o t h e r  r e l a t i o n s h i p s .  She s p o k e  o f  h e r  r e c e n t  b o y f r i e n d  w i t h  
whom she  b r o k e  up abo u t  two mo nt hs  a g o .  She had been  i n  l o v e  w i t h  him 
b u t  t h e n  found  h e r s e l f  o u t  o f  l o v e .  She d i d n ' t  h a t e  him and was q u i t e  
e m p h a t i c  t h a t  t h e  b reak up was a m i c a b l e ,  i n  f a c t  h e ' s  s t a y i n g  a t  h e r  
ho use  now s t i l l .  She r e c a l l e d  a p r e v i o u s  b o y f r i e n d  whom sh e  had known f o r  
 ^ y e a r s ,  t h r o u g h o u t  th e  t ime h e r  Mot he r  d i e d .  He to o  was c a l l e d  John and 
i t  ended  s i m i l a r l y ,  i n  harmony and  w i t h o u t  i l l  f e e l i n g .  I  wondered  a b o u t  
h e r  F a t h e r ,  a n o t h e r  i m p o r t a n t  man i n  h e r  l i f e .  She was s u r p r i s e d  a t  
r em ember ing  h i s  name was Jo h n .  She w a s n ' t  s u r e  b u t  sh e  t h o u g h t  he had 
bowed t o  p r e s s u r e  from h i s  Mo the r  n o t  t o  m a r r y  when h e r  Mo the r  was p r e g n a n t
w i t h  h e r .  She f e l t  he migh t  be a weak man and  had h e a r d  t h a t  he had s i n c e
m a r r i e d  and had  a f a m i ly  o f  h i s  own.  She  d o e s n ' t  t h i n k  much a b o u t  him,
she  n e v e r  t r i e d  t o  se ek  him o u t  -  h e r  M o t h e r  m i g h t  have  been  v e r y  h u r t  i f
she  d id  t h i s  when she was a l i v e  and  i n d e e d  h e r  G ra n d m o th e r  m ig h t  be h u r t  
now, a s  Grandmother  d o e s n ' t  t h i n k  v e r y  much o f  h im.  Her G ra n d m o th e r  sh e  
s a y s  i s  th e  o n l y  p e r so n  she  r e a l l y  t a l k s  t o  a b o u t  t h e  d e a t h  o f  h e r  Mothe r  
o r  a b o u t  how s h e ' s  f e e l i n g  i n s i d e .  I  w o n d e r e d  i f  s h e ' d  been  a b l e  t o  s p e a k  
t o  o t h e r s  a b o u t  coming h e r e  t o d a y .  She s a i d  o n l y  G len ,  h e r  boss  a t  work 
and one o t h e r  c l o s e  f r i e n d  knew t h a t  s h e  was  com ing .  Glen  and sh e  a r e  j u s t  
good f r i e n d s .  S h e ' s  s u r p r i s e d  t h a t  s h e  s e e s  him a s  a good f r i e n d ,  a s  she
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really h a s  o n l y  been g o i n g  o u t  w i t h  him f o r  two m o n t h s .  She wondered i f  
i t  was  OK t o  t a l k  a b o u t  * a s  I  knew him b u t  . had commented t h a t  
she  a l w a y s  t r y s  t o  do t h i n g s  r i g h t .  She d r e s s e s  t h e  right way and 
c r i t i s i z e s  t h e  way he d r e s s e s .
D u r i n g  t h e  c o u r s e  o f  t h e  s e s s i o n ,  s h e  made a c o u p l e  o f  s l i p s  o f  t h e  t o n g u e ,  
w h ic h  I  p o i n t e d  o u t  t o  h e r  and we r e f l e c t e d  on.  She s a i d  d e p e n d e n t  i n s t e a d  
o f  i n d e p e n d e n t  i n  r e l a t i o n  t o  how sh e  h a s  f e l t  t h r o u g h o u t  h e r  l i f e .  She 
a l s o  s a i d  s h e  wasn’t s u r e  w h e t h e r  s h e  was i n t e r e s t e d  r a t h e r  t h a n  
i n t e r e s t i n g .  We d i s c u s s e d  t h e  o p t i o n  o f  b r i e f  f o c a l  t h e r a p y ,  g r o u p  t h e r a p y  
o r  l o n g e r  t e r m  p r i v a t e  t h e r a p y .  She r u l e d  o u t  g r o u p  t h e r a p y ,  f e e l i n g  she  
c a n  o n l y  t a l k  on an i n d i v i d u a l  b a s i s  a b o u t  h e r s e l f .  She f e l t  s h e  c o u l d  
n o t  a f f o r d  " p r i v a t e  t h e r a p y  on h e r  NHS s a l a r y  a n d  t h e r e f o r e  w an te d  t o  o p t  
f o r  t h e  12 s e s s i o n  i n d i v i d u a l  o p t i o n .  I  e n c o u r a g e d  h e r  n o t  t o  r u s h ,  t o  
t h i n k  a b o u t  wh a t  we had  d i s c u s s e d  t o d a y  and t h a t  we c o u l d  t h i n k  a b o u t  
p r a c t i c a l  a r r a n g e m e n t s  n e x t  t i m e  we m e t .  She was v e r y  a n x i o u s  t o  o r g a n i s e  
a  t i m e  when s h e  c o u l d  come,  p e r h a p s  a f t e r  work or perhaps l a t e r  i n  t h e  day 
when s h e  w o u l d n ' t  be u p s e t  a b o u t  h a v i n g  t o  go t o  work a f t e r  b e i n g  h e r e .
I  a c k n o w l e d g e d  t h a t  s h e  may f e a r  t h i n g s  m ig h t  g e t  much w o r s e  i f  s h e  i s  t o  
g e t  i n  t o u c h  w i t h  w h a t ' s  i n s i d e  o f  h e r .  She t a l k e d  a b o u t  h e r  own r o l e  a s  
t h e r a p i s t  t o  h e r  p a t i e n t s  bu t  f e l t  I  had been d i f f e r e n t  t o d a y ,  i n  t h a t  I  
had  g i v e n  h e r  s p a c e  t o  sa y  t h i n g s  and I  commented ' n o t  t o  s a y  t h i n g s '  i f  
s h e  d i d n ' t  wan t  t o  .
I m p r e s s i o n
i s  a c o m p e t e n t  a c h i e v e r  who i s  p l e a s a n t  and  a t t r a c t i v e  and 
engaging. However ,  sh e  can a p p e a r  t n i s  way a t  t r e m e n d o u s  i n n e r  c o s t  t o  
h e r s e l f .  She h o l d s  on t o  h e r  p a i n f u l  e m o t i o n s  a r o u n d  l o s s  and  l e a v i n g s ,  
p a r t i c u l a r l y  o f  h e r  F a t h e r ,  h e r  M o t h e r ,  t h e  b r e a k - u p s  w i t h  h e r  b o y f r i e n d s  -  
b o t h  c a l l e d  John  and  h e r  c u r r e n t  f e a r s  a b o u t  h e r  G r a n d m o t h e r ' s  d e a t h .  She 
h a s  a v e r y  s t r o n g  s e n s e  o f  r i g h t  and wrong and j u d g e s  h e r s e l f ,  I  f e e l ,  
q u i t e  h a r s h l y  i n  r e l a t i o n  t o  h e r  f r i g h t e n i n g ,  d i s t u r b i n g ,  h a t i n g  f e e l i n g s .
I  t h i n k  b r i e f  f o c a l  p s y c h o t h e r a p y  w i t h  a f o c u s  o f  d e a t h  a n d  l o s s  and t h e  
a c c o m p a n y in g  anger and h a t e ,  which o f  c o u r s e  would be l i n k e d  t o  t h e  e n d i n g s
o f  t h e  f o c a l  t h e r a p y  m ig h t  be t h e  b e s t  o p t i o n  f o r  h e r .  She may o r  may n o t
w i s h  t o  c o n s i d e r  l o n g e r  t e rm  p s y c h o t h e r a p y  a f t e r  t h i s .  I  w i l l  w r i t e  t o
h e r  GP a f t e r  I  ha v e  s e e n  h e r  n e x t  t i m e  on T h u r s d a y ,  , a t  8 .30am.
Dr.  K.
S e n i o r  R e g i s t r a r  in  P s y c h o t h e r a p y
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a r r i v e d  s i x  m i n u t e s  l a t e  f o r  h e r  s e c o n d  m e e t i n g  w i t h  me.  As p r e v i o u s l y ,  
s h e  a s k e d  t o  u s e  t h e  t o i l e t  and k e p t  me w a i t i n g  b e f o r e  c omi ng  t o  t h e  room.  I  
wonder ed  a b o u t  h e r  t h o u g h t s  a b o u t  and s i n c e  o u r  l a s t  m e e t i n g .  She s a i d  s he  had 
l e t  i t  s i n k  i n  f o r  a f ew d a y s .  I n  t h e  m e e t i n g ,  we had t a l k e d  a l o t  a b o u t  h e r  
r e l a t i o n s h i p s  and  h e r  F a t h e r  -  s h e  d i d n ' t  f e e l  t h a t  t h e s e  t h i n g s  a r e  a p r o b l e m.  
However ,  s h e  f e l t  a week,  i n d e e d  i t ' s  o v e r  a week s i n c e  s h e  was  h e r e  -  t h i s  
f e l t  t o o  l o n g ,  s o  many t h o u g h t s  wer e  o c c u r r i n g  t o  h e r .  However ,  h e r  p r o b l e m 
i s  s t i l l  t h e  s ame .  At work s h e  i s  v e r y  a f r a i d  o f  ma k i n g  t h e  Mot he r  o f  a c h i l d  
eve n  more a n x i o u s  b e c a u s e  o f  h e r  own a n x i e t y .
I  wonde r ed  a b o u t  h e r  p e r s o n a l  f e a r  o f  maki ng t h e  Mo t h e r  a n x i o u s .  She t a l k e d  
p a r t i c u l a r l y  o f  h e r  G r a n d mo t h e r ,  who s h e  s a y s  i s  a n x i o u s  a b o u t l i v i n g  
a l o n e  o r  g o i n g  a b r o a d  -  i n d e e d ,  sko.  p l a n s  t o  go t o  F i n l a n d  and p o s s i b l y  R u s s i a  
l a t e r  t h i s  y e a r  b u t  h a s n ' t  t o l d  Gr a n d mo t h e r .  G r a n d m o t h e r  t r e a t s  h e r  a s  a c h i l d  
and t h i n k s  s h e  i s  y o u n g e r  t h a n  s he  i s .  She w a n t s t o  g e t  m a r r i e d  and have  
c h i l d r e n  -  p e r h a p s  s h e  wa n t s  a g r a n d c h i l d .  I  comment ed  t h a t  s h e  h a s  a g r a n d c h i l d .  
hAs>.y s t o p p e d  i n  h e r  t r a c k s  t h i n k i n g  'Oh no,  I  mean g r e a t  g r a n d c h i l d r e n ' -  ' b u t  
s h e  t r e a t s  me l i k e  a d a u g h t e r . '  She d i d n ' t  t h i n k  h e r  G r a n d mo t h e r  wan t e d  h e r  
Mot he r  t o  ma r r y  b u t  maybe s h e  d i d ,  b u t  s i n c e  t h e n  s h e  d o e s n ' t  l i k e  h e r  F a t h e r .  
However ,  Gr a n d mo t h e r  t h o u g h t  t h a t  UAr«-y would m a r r y  J o h n . M^ f V /  wen t  on t o  t a l k  
a b o u t  h e r  f i r s t  b o y f r i e n d ,  who was a much o l d e r  man.  She was a v i r g i n  a t  17 
and h e r  Mot he r  d i s c u s s e d  w i t h  h e r  w h e t h e r  s he  w a n t e d  him t o  s t a y  i n  t h e i r  
h o u s e  -  Mot he r  l e f t  t h e  d e c i s i o n  t o  -  ' T h a t  made s e n s e , ' s a i d . However ,
s h e  s t o p p e d  and a s k e d  me i f  i t  made s e n s e  t o  me . I  comment ed  s h e  a p p a r e n t l y  had 
h e r  d o u b t s  a b o u t  i t .
She s a i d  s h e  wa n t e d  t o  know wh a t  I ' m  t h i n k i n g ,  I  s a y  v e r y  l i t t l e  -  I  
wonder ed  wha t  s h e  was t h i n k i n g  o r  f e e l i n g .  U s u a l l y  s h e  s a i d ,  s he  l i s t e n s  t o  
o t h e r s  -  s h e  d o e s n ' t  t a l k  l i k e  t h i s  o u t s i d e  o f  h e r e .  She  wonder ed  i f  I  was 
f e d - u p  o f  h e r  t a l k i n g  a b o u t  h e r s e l f  a l l  t h e  t i m e  -  Gl e n  s h e  s a i d ,  s i t s  and 
l i s t e n s  f o r  h o u r s .  I  f o c u s s e d  w i t h  h e r  on t h e  o p t i o n s  o p e n  t o  h e r  and t h e  
c h o i c e  s h e  had t o  make t o d a y .  She d i d n ' t  f e e l  s h e  w a n t e d  t o  be i n  a g r o u p  
s i t u a t i o n  b u t  d i d n ' t  u n d e r s t a n d  why.  She f e l t  l o n g e r  t e r m  t h e r a p y  t o  be a 
f r i g h t e n i n g  i d e a ,  anyway,  s h e  wonder ed  i f  s he  c o u l d  a f f o r d  i t .  She a s k e d  i f  
t h e  i n d i v i d u a l  s e s s i o n s  would be w i t h  me and t h e n  o p t e d  f o r  t h e  12 s e s s i o n s .
I  e x p l a i n e d  t h e  o n - g o i n g  r e s e a r c h  h e r e  -  she  woul d  h a v e  no d i f f i c u l t y  o r  
p r o b l e ms  b e i n g  p a r t  o f  t h i s .  We n e x t  t h o u g h t  a b o u t  t i m e s ,  I  o f f e r e d  f l e x i b l y ,  
t h r e e  t i m e s  -  4 . 3 0  pm Wednesday,  1 . 30pm F r i d a y  o r  8 . 3 0  am T h u r s d a y .  T h e r e  
were p r o b l e ms  w i t h  e a c h .  She wonder ed  i f  t h e r e  we r e  no o t h e r  o p t i o n s .  I  
s u g g e s t e d  s h e  t h i n k  a b o u t  t h e s e  t i m e s  and l e t  me know a s  s oon  a s  p o s s i b l e .
I t o l d  h e r  o f  my h o l i d a y  and wonder ed  w i t h  h e r  i f  s h e  woul d  p r e f e r  t o  s t a r t  
now or  l e a v e  i t  t i l l  m i d - A u g u s t .  She o p t e d  f o r  now.  She  wonder ed  what  s e s s i o n s  
would be l i k e  -  s h e  had found i t  d i f f i c u l t  t o  i n t e l l e c t u a l i s e  what  I  was s a y i n g  
a b o u t  h e r  F a t h e r .  She d i d n ' t  l i k e  my f o c u s  o r  d i d n ' t  a g r e e  w i t h  t h e s e  F r e u d i a n  
i d e a s  o f  n o r ma l  f a m i l i e s  o r  s l i p s  o f  t h e  t o n g u e .  I  comment ed  on h e r  wi s h  
p e r h a p s  t o  g e t  away f rom f e e l i n g s  by i n t e l l e c t u a l i s i n g . I  comment ed on s o m e t h i n g  
t h a t  I  f e l t  s he  may n o t  u n d e r s t a n d  o r  i t  may make some s e n s e  -  I  wonder ed  a b o u t
C o n t / d
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h e r  u s i n g  t h e  t o i l e t  b e f o r e  e a c h  m e e t i n g  w i t h  me,  a s  i f  g e t t i n g  r i d  o f  s o m e t h i n g  
b e f o r e  comi ng  i n  h e r e .  She s a i d  s he  i s  n o t  d e v o i d  o f  f e e l i n g s  and t h a t  s he  
f e e l s  d e f e n s i v e  h e r e  i n  r e l a t i o n  t o  t h i s  -  s h e  f e l t  s he  i s  t a l k i n g ,  s h e  j u s t  
had t h e  u r g e  t o  go t o  t h e  t o i l e t ,  s he  was s o  r u s h e d  b e f o r e  c omi ng  h e r e  s he  
h a d n ’ t  had  t i m e .  R e c e n t l y  s he  had c y s t i t i s  and  had t o  go v e r y  r e g u l a r l y  b u t  
maybe t h e r e  i s  a l i n k ,  s h e ' d  n e v e r  t h o u g h t  b e f o r e  o f  g e t t i n g  r i d  o f  f e e l i n g s  
i n  t h i s  way.  I  s u g g e s t e d  t h a t  one o f  t h e  f e e l i n g s  s h e  may h a v e  f e e l i n g s  a b o u t  
was my f i n i s h i n g  on t i me  and a s k e d  h e r  i f  s h e  knew h e r  way o u t  -  she  s a i d  y e s  
and l e f t  l o o k i n g  a b i t  p e r p l e x e d .
DR
S e n i o r  R e g i s t r a r  i n  P s y c h o t h e r a p y
t>l 1 Momas fiusp.'.o, 
London SE 1 7EH
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P S Y C H O T H E R A P Y  A S S E S S M E N T
R e f e r r e d  b y  D r .  A pol i ce  o f f i c e r  on me d i c a l  l e a v e  f or  t h e
p a s t  s i x  m o n t h s .  His p r o b l e m s  go b a c k  to t h e  p a s t  f o u r  y e a r s  a n d ,  f a i r l y  
e x p l i c i t l y ,  a r e  r e l a t e d  to t h e  d i s c o v e r y  at  t h a t  t i me t h a t  h i s  son  h a d  
b e e n  i n v o l v e d ,  a mo n g  m a n y  o t h e r s ,  in a h o m o s e x u a l  r e l a t i o n s h i p  wi t h  
a s c h o o l  t e a c h e r .  His  son  wa s  t h e n  14 a n d  h a s  a l w a y s  d e n i e d  t h e  f ac t  
b u t  S>V:€-n a c t ua l l y  ca l l e d  to t h e  po l i ce  s t a t i o n  a n d  j a w  t h e  e v i d e n c e  
t h e r e .  He u s e d  hi s  i n f l u e n c e  to p r e v e n t  h i s  s on  a c t u a l l y  h a v i n g  to a p p e a r  
in c o u r t  f o r  t h e  p r o s e c u t i o n  a n d  t h e n  f e l t  v e r y  b e t r a y e d  w h e n  h i s  s o n  
in f a c t  a p p e a r e d  f o r  t h e  d e f e n c e .  T h e  t e a c h e r  in q u e s t i o n  w a s  g i v e n  
a f o u r  y e a r  s e n t e n c e ,  d u e  t o  come  o u t  n o w .  His  s o n  h a s  b e e n  in s o me
c o r r e s p o n d e n c e  wi t h  t h e  ma n  s i n c e  w h i c h  a l s o  a n n o y s  h i m a n d  u p s e t s
h i m.  A b o u t  t h e  t i me  t h i s  c a m e  on  h e  wa s  a l s o  s e e n  f o r  h e a d a c h e s  a n d  
s i n c e  t h a t  t i me  he  h a s  b e e n  l i a b l e  t o  q u i t e  u n f a m i l i a r  o u t b u r s t s  o f  a n g e r  
i n a p p r o p r i a t e l y  b o t h  in h i s  w o r k  a s  a p o l i c e m a n  a n d  a l s o  o n  o t h e r  o c c a s i o n s .  
He e v e n  h a u l e d  s o m e b o d y  o u t  of  a c a r  f o r  a m i n o r  o f f e n c e  a n d  w a n t e d  
v e r y  m u c h  t o  b e a t  t h e m  u p  a n d  t h i s  is all s o m e t h i n g  q u i t e  u n l i k e  h i s  
p r e v i o u s  s e l f .  He is a n  o n l y  c h i l d ,  f a t h e r  w a s  a w a y  d u r i n g  t h e  w a r  
b u t  h e  h a d  a v e r y  g o o d  r e l a t i o n s h i p  wi t h  h i s  p a r e n t s  w h o  a r e  now b o t h  
a l i v e  a n d  wel l  a n d  in t h e i r  l a t e  s e v e n t i e s .  H u m b l e ,  w o r k i n g  c l a s s  f ami l y  
in K e n t .  He l ef t  a f t e r  a p e r i o d  in t h e  po l i c e  c a d e t s ,  d i d  h i s  Na t i o n a l  
S e r v i c e . T r i e d  w o r k i n g  in i n d u s t r y  f o r  a f ew m o n t h s  a n d  t h e n  j o i n e d
t h e  po l i ce  f o r c e  w h e r e  he  h a s  now c o m p l e t e d  t h i r t y  y e a r s .  He h a s  b a s i c a l l y
e n j o y e d  t h e  j o b .  He h a s  not  s o u g h t  p r o m o t i o n ,  l i k e s  w o r k i n g  on t h e  
s t r e e t .  F o r  q u i t e  a l ong t ime he  was  in t h e  d i p l o m a t i c  p r o t e c t i o n  c o r p .
He s a i d  h i s  a t t i t u d e  to h o m o s e x  ual i t  y in g e n e r a l  is no t  e x  t r e  me at  all 
a n d  h a d  h i s  s o n  as  an  a d u l t  c h o s e n  a n d  a n n o u n c e d  t h e  c h o i c e  he  w o u l d  
h a v e  f o u n d  it mo r e  m a n a g e a b l e .  As  it is it s t i l l  b r i n g s  h i m t o  t h e  e d g e  
of  t e a r s  in t h e  r oom.  His s o n  wa s  home  a t  C h r i s t m a s  a n d  it w e n t  of f  
a l r i g h t  b u t  no  h i n t  o f  d i s c u s s i o n  a b o u t  t h i s  i s s u e  w a s  p o s s i b l e .  He is 
f i n d i n g  it q u i t e  h a r d  t o  o c c u p y  h i m s e l f ,  u n a b l e  to t h i n k  a b o u t  t h e  f u t u r e  
a n d  g e n e r a l l y  q u i t e  c r i t i c a l  of  h i m s e l f .  O v e r  t h e  s a m e  p e r i o d  h e  a l s o
h a d  a b r i e f  a f f a i r  in w h i c h  h e  wa s  s e x u a l l y  i m p o t e n t .  S e x u a l  i n t e r e s t
in t h e  m a r r i a g e  h a d  w a n e d  t o  a l mo s t  ni l  o v e r  t h i s  t i m e .  Hi s  wi f e  s e e m s  
to  a c c e p t  t h i s .  He s a y s  t h e  m a r r i a g e  is o t h e r w i s e  a l r i g h t  a n d  r e a s o n a b l y  
s u p p o r t i v e  a n d  t h a t  t h e y  a r e  q u i t e  e n j o y i n g  b e i n g  a t  h o m e  w i t h o u t  t h e  
c h i l d r e n ,  t h e i r  o l d e r  d a u g h t e r  b e i n g  no w m a r r i e d  a n d  a w a y .  I d i d  w o n d e r  
w h e t h e r  t h e r e  wa s  no t  s ome  s t r a i n  t h e r e  o r  d i s s a t i s f a c t i o n  a n d  h e  wa s  
t a l k i n g  a b o u t  p e r h a p s  he  c o u l d  f i nd  s o me  y o u n g e r  w o m a n  w h o  wo u l d  r e s t o r e  
him h i s  p o w e r s .  He is c l e a r l y  w o r r i e d  a b o u t  t h e  l o s s  of  s e x u a l  p o t e n c y .
He is s l e e p i n g  a l r i g h t  a n d  d o e s  not  g i v e  t h e  i m p r e s s i o n  of  a s e r i o u s l y  
d e p r e s s e d  ma n  b u t  c l e a r l y  t h i s  p r o l o n g e d  r e a c t i o n  to t h e  n e w s  is a b n o r m a l .  
T h e  o n l y  o t h e r  c l ue  I got  was  t h a t  c l e a r l y  he  is v e r y  p r o t e c t i v e  of  o t h e r  
p e o p l e ,  i . e .  k e e p i n g  hi s  s on  o u t  of  c o u r t  a n d  i . e .  not  t e l l i n g  h i s  wi fe  
wh a t  h a d  h a p p e n e d  f o r  a l ong  t ime a f t e r  h e  k n e w  a b o u t  it a n d  m a y b e
t h e r e  is a c e r t a i n  a m o u n t  of  "I h a v e  to m a n a g e  e v e r y t h i n g "  in h i m.
C o n t .
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PSYCHgTHERAPY_ASSESSMENT_BY_DR_C 
L-A&OL . . ' ■ ' : ;
C./MLOL. is a 38 year old qualified solicitor who
has been away from work for several years and is currently doing 
a course of employment training in order to restart. She was 
referred by her GP and suffers with life long problems which 
have recently been brought to the fore by difficulties with her 
family. She was married in 1979 and the year after gave birth 
to a severely handicapped child which has placed significant 
strains on her marital relationship. She has low self esteem 
and feels a failure although is more confident recently as some 
of the difficulties are being worked out.
Her husband is Dutch and after the marriage they went to Holland 
where they had their children. The oldest, (handicapped one) is 
9 years old and her other two children. Sarah and Amy are six 
and a half and four. In . ” . their marriage split up and Hilary
returned to England with the children. FolJ some
psychotherapy at a child guidance clinic in . she
eventually w e n t b a c k ~ t o  Holland where they had some marital 
counselling. Earlier this year she returned to this country 
because of her unhappiness in Holland and her husband is joining 
her in Octn^or this year to give the marriage another go.
Currently --- , the 9 year old handicapped child, is with
foster parents in Holland although it seems that she will need 
institutional care because of her severe physical disability and 
mental handicap - her mental age has been judged as IS months.
One of the difficulties involved in her relationship with Katie 
was that she was born by emergency Caesarean section and under 
the general anaesthetic it took one and a half hours to get the 
baby out. It does seem that there was some genuine blame on the 
part of the hospital although there is no legal action involved.
U m l o l . ’s father is 77 years old and lives in Putney and is still 
working as a solicitor. He is a very reserved man whom she 
cannot talk to but he has high standards and pushed his children 
very hard. Her mother is 67 years odl and lives with her
father. She is described as domineering and picky. They are a
Jewish family who are very close and sees her parents
every weekend. Her sister. Jani—  ~ '1 years old and works as 
an Editorial Assistant ’ - She has been marreid
but has been separated for the pasr » years "because her husband 
was impotent". <-A.£.ou 's husband, . . . a, is a 37 year old and 
works as a hotel cook. He is from a strong Catholic family but
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is not practising himself.
CIMLo l  was born in London with no birth problems and 6 weeks
after birth her mother went back to work
• working for her father. CAfoc. felt that tnere was
never really any space for the children and at the age of 4 was 
sent to a local private school. Her academic performance has 
been variable but she gained a place at grammar school and from 
then on did well academically. At 15 she had a period of 
anorexia nervosa which she managed to overcome in about a year 
though has continually had eating problems since that time. She
gained 7 O'levels and 2 A'levels and started her law degree at
Kingston Polytechnic. During her final examinations she 
panicked and took a y e a^ off from her course, eventually 
completing it at — ■ Polytechnic in 1973. To her regret
she became articled to her parents firm and admitted that this 
was an easy option. In 197S she finished her examinations but 
never really worked as a solicitor, mainly doing odd jobs in 
shops and offices. She met her husband in London and they 
managed a restaurant in Carnaby Street for a short time before 
leaving for Holland. It is now 10 years since she worked.'
Her eating problems involved bingeing and dieting with 
fluctuation of her weight. She tends to like sweet things such 
as biscuits, sweets and ice cream but does not vomit nor use 
laxatives or any other method to lose-weight. Her husoand does 
not seem to mind her behaviour and he is overweight and is a 
heavy smoker and drinker. Their sexual relationship is 
reasonable although she finds she cannot have an orgasm during 
sexual intercourse though does through masturbation.
At interview c A E o l. presented as a shy, overweight woman who 
generally had a low opinion of herself. She is intelligent and 
spoke frankly about her symptoms of depression, binge eating and 
occasional temper tantrums. She feels very guilty about her 
first child and seems to have some regrets about not taking 
legal action at the time. Her core state seems to be that of a 
child who was never cared for emotionally and this was brought 
to the fore by her own difficulties in caring for her first 
child. There is also some ambivalence towards her husband 
though I think this is basically a sound marriage.
I think she is a good candidate for CAT and I will put her on 
the waiting list. I will be sending her a psychotherapy file in 
the meantime.
DR.
Senior Registrar to Dr
(ANDREW) Appendix 1
Notes on Psychotherapy Assessment
FIRST A P P O I N T M E N T  A S S E S S M E N T  FOR P S Y C H O T H E R A P Y  
- ' ' DATE:
came into the r o o m  af te r I had i n it ia l d i f f i c u l t y  in pronoun 
his name. He told me h o w  it s ho ul d  be p r o n o u n c e d  and said that it 
would be b e t t e r  if he was n a m e d  Mr. Smith and he sat down and talke 
very e nd e ar i n g l y ,  w ith  g re at  sadness, a bo u t his c u r r e n t  situation 
in terms of his two h o m o s e x u a l  r e l a t i o n s h i p s .  He told me about 
"his f riend the p r i e s t "  who he has had a r e l a t i o n s h i p  with for 
f ou rteen y ear s but w h i c h  is now on the r a c k s , a nd also about a man 
that he has fa llen in love with who he wants to leave the pr iest 
for. A ft e r a s k i n g  me w h e t h e r  our a s s e s s m e n t  w o u l d  be c on fi de nt ia l 
he began to tell me the na mes of the pe op le  i n v o l v e d ,  and told me 
then of the shame of m e e t i n g  the se co nd  lover in some t oilets when 
he had been  able to en j oy  sex, a ft er  not e n j o y i n g  it for fourteen 
years with his p r e v i o u s  b o y f r i e n d  the pri es t.  He told me of his 
recent move in the v i c a r a g e  to u p st air s,  just a little away from 
the priest, and of his initial m e e t i n g  with the p ri est, his 
exorcism, his c h r i s t e n i n g  and his c o n f i r m a t i o n .  The p ri es t  is now 
saying a p p a r e n t l y  that there is a dark evil p o w e r  in him and that 
s om ew he re  b e l i e v e s  this. Also w ith his s ec o n d  r e la t io n sh ip
he has been told that he has i n s t i g a t e d  the f a l l i n g  in love process 
of the man who he is n o w  in love with. He s e e m e d  qu it e relieved 
by t elling me of these p r o b l e m s  and then b eg a n to tell me of the 
home b a c k g r o u n d  w hi c h  he hates. It is a w o r k i n g  c lass b a ck g r o u n d  
and he has a lw ay s  felt like he d i d n ' t  b e l o n g  a nd  that he was psrfor 
for his pa re nt s.  He has al wa ys  felt d i s t a n t  f r o m his parents, alth 
he r e c o g n i s e s  that they  love him v er y much. He r e c a l l e d  an inciden 
of his m o t h e r  g oi n g away when he was nine and h i m  b e i ng  left to be 
bed with his fa ther and he w o n d e r s  w h e t h e r  any i n c es t  took place at 
this time f a n t a s i s i n g  that it wo u ld  be more l i k e l y  for him to appro 
his father than the o t h e r  way round. He also t a l k e d  of remem be ri ng  
a 'Lassie' f ilm and w i s h i n g  that he was the w o u n d e d  La ssie that was 
being p r o t e c t e d  by the large man in a t ri lb y hat. He r eme mb er s 
dr ea mi n g ab ou t this p r o g r a m m e  for days and w e e k s  a f t e r w a r d s  and 
f an t a s i s i n g  ab out ho w  w on de  r ful it w o u l d  be to be c a r r i e d  by this 
man. He then be g an  to tell me a bout the d i s c o v e r y  that his brother 
who is three years' o l d e r  than him, is a d o p t e d  and how he looked fo 
the ad op t io n p a p er s to p ro ve  this. At this p o i n t  it seemed to me t 
he was d e s c r i b i n g  his home as a p r i s o n  in the v er y same way that he 
was d e s c r i b i n g  the r e l a t i o n s h i p  with his f r i e n d  the p riest as 
im pr is on in g,  and I put it to him w h e r e u p o n  he b e c a m e  very o v e r ­
w he l me d with e m o t i o n  and u n a bl e  to speak, b r e a t h i n g  he a vi l y and fas 
to a p oi nt  wh ere I b e c a m e  q u i te  w o r r i e d  ab o ut  him. He r ec ov e re d an' 
told me that this was the very same c o m p a r i s o n  t hat  his friend the 
pr ie st  had d raw n b e t w e e n  him and his tr yi ng  to r e p l a c e  him with the 
n ew  lover. The end of the s e s s i o n  i n v o l v e d  me s u g g e s t i n g  that he 
was feeling q ui te  a lot of i m p r i s o n m e n t  and p u n i s h m e n t  inside himse 
and that it wo ul d seem s i g n i f i c a n t  that he c o u l d  o n l y  enjoy good se: 
when he was in a s h a m e f u l  e n v i r o n m e n t ,  or at l ea st  when a relations! 
began that way. It s e em e d very m uch like his r e l a t i o n s h i p  with the 
p ri es t  was g i vi n g h i m  the o u t s i d e  p u n i s h m e n t  r a t h e r  than him 
p e r c e i v i n g  it from inside. I a r r a n g e d  to see h im in three weeks' t 
and he then e x p l o r e d  his d i f f i c u l t i e s  o ver  the f o r t h c o m i n g  holier./ 
the p r i e s t w h e n  he w o u l d  be e x p e c t e d  to share a c a b i n on a boat trip 
He said that he h o p e d  he w o u l d n ' t  rock the boat.
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SECOND ASSESSMENT FOR PSYCHOTHERAPY
DATE:
He walked in smiling rather superficially and sat down telling me immediately 
of his apprehension and the awful panic that he had been feeling off and on 
for the last three weeks since he saw me last. He told me he felt trapped 
and had been feeling very sad at times but denied categorically feeling 
suicidal. His work had not suffered too badly and he was still very much 
in love with his new boyfriend. He told me of the awful guilt again of 
feeling that he has let down his friend with whom he has had a relationship 
for eighteen years. I felt at this point that there was a feeling that
he really wanted to be in therapy already with me and when I put it to him
that I needed to remind him that this was an assessment for psychotherapy, 
there was a reaction of some dismay and I think a fair bit of anger, although 
he was not able to acknowledge this. He told me that he had been warned about 
his likely dependence on me by his new boyfriend and he wondered whether this 
is what he does with everyone. He told me of the importance he attributes to 
my suggesting that he is perhaps leaving home only now and he had been thinking 
very much that this was absolutely correct. I wondered, at this point,whether 
there was a need to idealise me as the "I.assie Man" or at least the "Lassie 
man's" good characteristics, and he thought that this was perhaps the case.
He told me that it was all too easy to see the good "Lassie Man" but when it
came down to it he had often felt that the "Lassie Man" would jump on his
back.
In discussing options for psychotherapy, he was keen to tell me that he felt
the time was ripe for him to have psychotherapy and he was very much in need
of it. There was a push from him for me to make a decision about a future 
option for him and in throwing this responsibility back towards him, he 
decided that he would like to try a brief focal psychotherapy with the idea 
that things may well be stimulated such that he would like to continue with 
individual therapy sometime later. He told me that he was scared that he
would not like what he found out about himself, but none the less felt that
it was his best option at present.
Plan
I will put him on the waiting list for brief focal psychotherapy and a 
mutually agreed focus would be along the lines of his need for a father 
figure and this is seen quite c]early in his repetition of relationships 
in this pattern. This would lead onco a possible attempt to answer the 
question "does he really want to give up "? i.e. his marriage. He
is aware that I am writing to the G.P. and also that there is a waiting 
list for brief focal psychotherapy.
/am
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He walked in smiling rather superficially and sat down telling me immediately 
of his apprehension and the awful panic that he had been feeling off and on 
for the last three weeks since he saw me last. He told me he felt trapped 
and had been feeling very sad at times but denied categorically feeling 
suicidal. His work had not suffered too badly and he was still very much 
in love with his new boyfriend. He told me of the awful guilt again of 
feeling that he has let down his friend with whom he has had a relationship 
for eighteen years. I felt at this point that there was a feeling that
he really wanted to be in therapy already with me and when I put it to him
that I needed to remind him that this was an assessment for psychotherapy, 
there was a reaction of some dismay and I think a fair bit of anger, although 
he was not able to acknowledge this. He told me that he had been warned about 
his likely dependence on me by his new boyfriend and he wondered whether this 
is what he does with everyone. He told me of the importance he attributes to 
my suggesting that he is perhaps leaving home only now and he had been thinking 
very much that this was absolutely correct. I wondered, at this point,whether 
there was a need to idealise me as the "Lassie Man" or at least the "Lassie 
man's" good characteristics, and he thought that this was perhaps the case.
He told me that it was all too easy to see the good "Lassie Man" but when it
came down to it he had often felt that the "Lassie Man" would jump on his
back.
In discussing options for psychotherapy, he was keen to tell me that he felt
the time was ripe for him to have psychotherapy and he was very much in need
of it. There was a push from him for me to make a decision about a future 
option for him and in throwing this responsibility back towards him, he 
decided that he would like to try a brief focal psychotherapy with the idea 
that things may well be stimulated such that he would like to continue with 
individual therapy sometime later. He told me that he was scared that he
would not like what he found out about himself, but none the less felt that
it was his best option at present.
Plan
I will put him on the waiting list for brief focal psychotherapy and a 
mutually agreed focus would be along the lines of his need for a father 
figure and this is seen quite clearly in his repetition of relationships 
in this pattern. This would lead onto a possible attempt to answer the 
question "does he really want to give up "? i .e . his marriage. He
is aware that I am writing to the G.P. and also that there is a waiting 
list for brief focal psychotherapy.
/ am
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a l t h o u g h  he d i d  n o t  c o n s i d e r  t h i s  t o  be t h e  c a s e  and  j u s t  s a i d  t h a t  o l d e r  
men i n t e r e s t e d  him mor e  t h a n  y o u n g e r  men.  '  i s  i n  f a c t  i n  h i s  f i f t i e s .
He a l s o  m e n t i o n e d  t h a t  i n  some ways i t  was l i k e .  t h e  L a s s i e  f i l m  t h a t  he 
had  o n c e  w a t c h e d ,  i n  wh i c h  L a s s i e  was i n j u r e d  and  p i c k e d  up  by a l a r g e  man,  
a n d  he ha d  wi s h e d  t h a t  he  was  L a s s i e  b e i n g  p i c k e d  up  by t h i s  l a r g e  man and 
p r o t e c t e d  by h i m.
I  p o i n t e d  o u t  t h a t  I  was u n c l e a r  a s  t o  wha t  e x a c t l y  i t  was t h a t  I  c o u l d  do 
t o  h e l p  h i m,  b u t  d i s c u s s e d  t h e  p o s s i b i l i t y  t h a t  i n  f a c t  i n s t e a d  o f  t r y i n g  
t o  g e t  him ba c k  t o  , maybe i t  would be more a p p r o p r i a t e  t o  g e t  him t o
come t o  t e r m s  w i t h  h i s  l i f e s t y l e ,  whi ch  had i n  f a c t  i mp r o v e d  s i n c e  r e t u r n i n g  
t o  t h e  o l d  ways o f  h i s  s e x u a l  p r a c t i c e s .  had  a l s o  comment ed t h a t  t h e
r e l a t i o n s h i p  a t  home was much more t o l e r a b l e  and t h e y  had b o t h  f e l t  more 
c o m f o r t a b l e  a b o u t  t h i s .
I  p o i n t e d  o u t  t h a t  r  o b v i o u s l y  p r o v i d e d  him w i t h  b a s i c  n e e d s  and
c o m p a n i o n s h i p ,  bu t  he a l s o  n e e d e d  t o  s a t i s f y  h i s  s e x u a l  s i d e  w i t h  s o m e t h i n g  
mor e  e x c i t i n g .  He f e l t  t h a t  t h i s  was a p e r c e p t i v e  o b s e r v a t i o n .
We en d e d  t h e  a s s e s s m e n t  by him s a y i n g  t h a t  he had n o t  t a l k e d  t o  anyone  f o r  
mo n t h s  a b o u t  h i s  s e x u a l  f e e l i n g s  and had f e l t  b e t t e r  a s  a r e s u l t .
Dr
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You a r e  , one o f  f i v e  c h i l d r e n  and  a s  you s a i d ,  y o u r  m o t h e r ' s  a l l . o u t  i on was 
d i v i d e d  among y o u ,  b u t  you  f e e l  n o t  v e r y  e v e n l y ,  f o r  you  do n o t  r emember  h e r ,  W*-i 
b e i n g  demons t r a  t  i ve t o wa r d s  y o u ,  w i t n e s s i n g  h e r  b e i n g  p h v s i m l l y  d e m o n s t r a t i v e  
t o wa r d s  y o u r  y o u n g e r  b r o t h e r .  You f e l t  a p a r t  f rom t he r e s t  o f  I he f a m i l y .
Your f a mi l y  had v e r y  s t r i c t  r u l e s ,  y o u r  m o t h e r  pl avei l  a p a s s i v e  r o l e ,  «I i <: n 1 f I r \  
p e r s o o n a l l y  to r e i n f o r c e  t h e s e  r u l e s  e x c e p t  t i n t  l i k e  t h e  r e s t  o f  von,  she  d i d n ’ t 
h e s i t a t e  t o  b e t r a y e d  h e r  c h i l d r e n  to h e r  h u s b a n d  in rcsp**ct  o f  l | io s r r .
Your f a t h e r  was a d i s c i p l i n a r i a n ,  w h i l e  t he  hoys  wer e  c a n e d ,  fjie g i r l s  had to 
u nde r go  f a t h e r ' s  e x a m i n a t i o n  o f  t h e i r  u n d e r w e a r .  W e t t i n g  n u n ' s  p a n t s  was f o l l o we d  
by a v e r y  h a r d  smack whi ch  l e f t  you b r e a t h l e s s .  You s a i d ,  t h a t  t o n  l i v e d  in f e - t  
o f  b e i n g  c a n e d ,  and remember  w a i t i n g  in a n g u i s h  for v o u r  I : l h o r  In r h - i r k .
Faced wi t h  y o u r  f a t h e r ' s  a b u s e ,  you were c i t h e r  p a s s i v e  a n d  he f my i :«•» l i f e  vmn 
mo t h e r  o r  a d o p t i n g  y o u r  f a t h e r ' s  r u l e .  V mi l i v e d  in f e a r  mix fed wi f h  I '«'> p f m s u r o  
o f  s e i n g  someone e l s e  p u n i s h e d  r a t h e r  t ha n  y o u .
. . ha t  you a r c  l e f t  w i t h  now i s  a b l u r r y  image o f  v o u r s e l f ,  h a \ i ng e x ( i eme mnnds sv, i > > 
g i n g  be t ween  a s  you  s a y ,  f e e l i n g  l i k e  a " h J u h h e n i n g  ch i  1 <f o f  f o u r  \ o u r s  o l d ,  who 
c a n ' t  f a c e  t he  w o r l d ,  t he  r e s p o n s a b  i 1 i t v  o f  f o r g i n g  a l i f e  f o r  y o u r s e l f ,  wicli  r e f l e c t '  
t he  l a c k  of  c a r i n g  s u p p o r t  you s u f f e r e d  i n  y o u r  c h i l d h o o d .  Or you  s wi m'  i n t o  Ihe t-t - 
o f  a c h a r a d e  r e  p r e t e n d i n g  to he in c h a r g e .
You have d i f f i c u l t y  i n t o  i d e n t i f y i n g  w i f h  y o u r  g e n t l e r ,  f o r  when f a r o- '  in a s i tut fi '  U 
where  you h a v e  to he an a d u l t  woman you f i n d  v o u r s e l f  f ee  I j ug  I i*e > Ini;:- i I i •> fd ' *
c h i l d .  Your s e n s  o f  d i g n i t y  was u n d e r  c o n s t a n t  a t t a c k e d  in Ihe f ■ • ; | \ rFi-p’ • ( -
Yrou o r e  v e r y  c r i t i c a l  o f  y o u r s e l f  and t hus  r e p r e s e n t  an  i u t e  run I i s ■ I. i on
o f  y o u r  f a t h e r . A 1  t hough  d i s l i k e d ,  t h i s  was f i r m  g r o u n d ,  wh i c h  v»mr m
mo t h e r  d i d  not.  o f f e r .  Vnu a r e  t r y i n g  fo f i m n i s "  a I i im g r o u n d  f o r  
y o u r s e l f  now,  i n  an at t . emp to make an a d u l t  s e l f  t ha. t i s  n e t  p a s s i r>
>RM 1
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T h i s  ho we v e r  i s  v e r y  d e f e a t i n g ,  h i u  were n s ma l l  f e a r f u l  1 c h i l d  1; 
who c o u l d  n o t  t u r n  t o  t he  p r o t e c t i o n  o f  a  mo t h e r  and  c a n n o t  now 
r e l y  on a warm i n t e r n a l  m o t h e r ,  and  you f e e l  s a d ,  a b n n d o n n e d n  
a nd  f r a g i l e .  You a l s o  r e p e a t  t h e  p a t t e r n  o f  d e p r n v a i g o p o u r s o J f  
o f  good t h i n g s .
The a g e n d a  f o e  t h e r a p y  w i l l  be t o  work on g e n d e r  i d e n t i l } '  in 
o p e n i n g  a d i a l o g u e  b e t we e n ,  t he  c r i t i c a l  fa t h e  r ,  t he  f e a r  l u l l  cl  
c h i l d  and  t he  p a s s i v e  mo t h e r .  L e a r n i n g  to o p e r a t e  o :nn  I ion* I ly a I a 
o r e  a d u l t  l e v e l ,  w i t h  more r e a l i s t i c  b e l i e f s  a b o u t  y o u r s e l f  a n d  
t h e  w o r l d ,  L e a r n i n g  to t e s t  t h e s e  o u t .
‘OFIM l
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You f i r s t  came f e e l i n g  p r i s o n n e r  o f  y o u r  i s o l a t i o n , h a v i n g  ga ve  up t r y i n g  to  b r e a k i  
g i v i n g  u p ,  a f t e r  s e v e r a l  u n s u c c e s s f u l  a t t e m p s  to  go o u t  i n t o  a more a c t i v e  s o c i a l
l i f e . t h e  s c r i p t  d e s c r i b e d  i t  w e l l ,  t h e  m a in  c a r a c t e r e ,  b e i n g  a woman, which spe nd
day  a n d  n i g h t  r e c l u s e  i n  h e r  room.  She w a l k s  a b o u t  n a k e d , i t  i s  h e r  way , nak ed  and
i s o l a t e d ,  l i k e  o t h e r s  d r e s s  and  go t o  w o r k .  T h a t s  how yo u  f e l t ,  t h a t  o t h e r  p e o p l e
c o u l d  s e e  t h r o u g h  y o u ,  w h i l e  y o u  had  a  b l u r r y  image o f  y o u r s e l f .  You s u f f e r e d  f rom
extreme mood s w i n g s , betA/een f e e l i n g  l i k e  a "bubblening  c h i d ” a nd  " c o p i n g  w i t h  i t  a l
In  a n  a t t e m p t  to  s t a n d  on f i r m  g r o u n d  we o p e n e d  th e  d i a l o g u e  b e t w e e n ,  t h e  c r i t i c a l  f
f a t h e r  ( a b u s e )  th e  f e a r f u l l  c h i l d  and  t h e  p a s s i v e  m o t h e r .  The-n ,, . ■'  " \ o u  p l a c e d
y o u r s e l f  i n  a b u s i f  s i t u a t i o n s ,  wher e  a s  a  women you  r e m a i n e d  p a s s i v e ,  e x p e r i e n c i n g  t
t h e  t e r r o r  o f  b e i n g  a b a n do n ed  a s  a c h i l d .  Then th e  d i a l o g u e  wen t  to  a  n e x t  s t a g e
b e t w e e n  " a d u l t  i i ' f t ^nd  " c h i d  <5/,! T h e r e  you  r e a l i s e d  th e  s p l i t  i n  y o u .  k
A d u l t  f e a r i n g  o f  b e i n g  l e t  down by c h i l d ,  a n d  h u m i l i a t e d  i n  s o c i a l  s i t u a t i o n s ,  c h i l d
n o t  t r u s t i n g  t h e  a d u l t  t o  f u l f i l l e d  t h o s e  n e e d s .  Whi le  d o i n £  a c r e a t i v e  i m a g i n a t i o n
e x c e r s i c e ,  yo u  m e a s u r e d  th e  s i t u a t i o  w h ic h  i s ;  t h a t  y o u r  p r e o c c u p a t i o n  i s  t o  go i n t o
t h e  w o r l d  w h i t h o u t  t h e  c h i l d .  The c h i l d  i s  t e r r i f i e d  t o  be a b a n d o n n e d .
I t  s e emes  to  be an  i r r e c o n c i l i a b l e  s p l i t  b e t w e e n  t h e  tow.  We l o o k e d  a t  y o u r  v ie ws  abovV
b o t h .  yo8u  s e e  th e  a d u l t  a s ;  i n d e p e n d a n t ,  c o n f i d e n t ,  s u c c e s s f u l ,  l o v e d .
c h i l d  a s  ; n e e d s  an  en o r m o u s  amount  o f  l o v e ,  u n s e c u r e ,  f e a r f u l l
a b a n d o n n e d .
At t h e  i n t e l l e c t u a l  l e v e l  you know t h a t  t h o s e s  l a b e l s  don ' t  h av e  to  be s p l i t ,  b u t  a
a t t a c h e d  to  b o t h . O n  a  d e v e l o p m e n t a l  l e v e l  , i t  s eems  t h a t  u n r e s o l v e d  c h i l d h o o d  expe
r i e n c e s  have s t o p  yo u  f rom g o i n g  on  t o  t h e  n e x t  s t a  'e , a d o l e s c e n c e , t h u s  h i n d e r i n g  
a d u l t h o o d .  T h i s  d i v i s i o n  i s  an  a r t i f i c i a l  one , no b o d y  g o e s ,  i n  a  c l e a r  c u t  way f rom 
one t o  t h e  o t h e r .
Now t h a t  you  have  h a d  t h e  c o u r a g e  to  e x p l o r e  t h e  c h i l d h o o d ,  t h e  p a i n ,  t h a t  you an d e  
s t a n d  y o u r  f a m i l y  d i n a m i c , y o u  no l o n g e r  f a l l s  i n t o  a  d e s p a i r  a t  w e e k e n d s .  You a l s o  
r e c o g n i s e  how th e  n e e d  to  grow up c j u i c k l y  i n t o  a woman, w i t h o u t  f a c i n g  th e  d i lemma 
of  c h i l d h o o d ,  l e a d  yo u  to  p r o j e c t  t h e  " f a t h e r -  l o v e r  " o n t o  You c h oo s e  to
° P t  o u t  o f  a r e l a t i o s h i p ,  wh ich  i s  more d e p r a v i n g  f o r  y o u .  T h a t  was a t u r n i n g  p o i n t .
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The gap  b e t w e n  c h i l d h o o d  a n d  a d u l h o o d  i s  b e i n g  f i l l e d ,  you  a r e  e n t e r i n g  i n t o  an 
a d o l e s c e n t  p h a s e ,  y ou  have  b e g a n  to  r e w r i t e  y o u r  s c r i p t . I t  i s  g o i n g  l i k e  t h i s .  
T h i s  wooan whom y ou  c a l l  Bty y o u r  " a l t e r  ego"  i s  now v e r y  much d r e s s e s u p ,  we 
have  been  d r e s s i n g  h e r  up , i n  t h o s e  weeks  s p e n d  t oge  h e r .  She i s  g o i n g  o u t ,  a s  4
an  a n a r c h i s t .  You s a i d  " I w o n ' t  t e l l  yo u  w h a t  sh e  i s  g o i n g  o do You a r e  s a v i n  
t o o ,  you w o n ' t  be t h e r e  to  s e e  i t .
A d o l e s c e n c e  i s  g o i n g  b a c k  a n d  f o r t h  rom home,  f o r  y o u ,  l i v i n g  on  y o u r  own,  a mix 
t u r e  o f  h o l d i n g  t h e  l o n e l i n e s s ,  a n d  g o i n g  o u t  t o  f i n d  a p e e r  g r o u p .  I t  i s  t o  a s s e r V  
o n e ' s  newly  f o u n d  s e l f ,  p u s h i n g  t h i n g s  to  t h e  e x t r e m e  i n  o r d e r  t o  f i n d  o u t ,  how f a n  
y o u  c a n  go .
The a im of  th e  t h e r a p y  was ,  l e a r n i n g  t o  o p e r a t e  e m o t i a n a l l y  a t  a  more a d u l t  l e v e l ,  
w i t h  more r e a l i s t i  c b e l i e f  a b o u t  y o u r s e l f  an d  t h e  w o r l d .  L e a r n i n g  to  t e s t  t h e s e  
o u t .  No d o u b t  y o u  a r e  on th e  way to  do i t .
Take c a r e ,
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When a s k e d  to  f i l l  t h e  p s y c h o t h e r a p y  f i l e ,  you s a i d ,  n o t  to  be a b l e  t o  do i t ,  
b e c a u s e  o f  f e e l i n g  t h a t  you c o u l d  a n s w e r  t h e  q u e s t i o n s  in  a way t o d a y  and 
a n o t h e r  tomorow.  Not  knowing whi ch  way to  t u r n  t o ,  a t  t h e  moment .You have th e  
need o f  " d i r e c t i n g "  y o u r  l i f e , w h i c h  i s  n o t  f u l f i l l e d  a l s o ,  yo u  a r e  l o o k i n g  a t  
y o u r s e l f  t h r o u g h  t h e  eye  o f  t h e  c a m e r a .  And b e i n g  l i k e  an  a c t o r  who i s  a s k e d  t o  
p e r f o r m  w i t h o u t  knowing  t h e  s c r i p t .  Where t h e  d i r e c t o r  d o e s n ' t  know t h e  s c r i p t  
e i t h e r .  Out  o f  t h a t ,  i t  a p p e a r s  t h a t  you  f o c u s  d r a m a t i c a l l y  on w h a t  o t h e r s  t h i n k  
of  y o u . I  can  r e l a t e  i t  t o  an  i n n e r r c r i t i c a l  p a r e n t a l  v o i c e .  You a r e  a n x i o u s  a s  
b e i n g  a woman. Not f e e l i n g  c o m f o r t a b l e  w e a r i n g  women 's  c l o t h e s .  Be ing  v e r y  c r i t i c a l  
o f  y o u r s e l f .  Swi n g in g  be tw e en  b e i n g  i s o l a t e d  in  y o u r  room,  r e a d i n g  a l o t ?  o f  bo o ks  
t h a t  vo u have  to  r e a d .  P u t t i n g  y o u r s e l f  u n d e r  a s t r i c t  d i s c i p l i n e ,  o r  g o in g  o u t  
f e e l i n g  v u l n e r a b l e ,  an* a v a i l a b l e ,  so  much, t h a t  you c o u l d  be an y o n e  ' s .  T h i s  c o n s ­
t a n t  s e l f  e x a m i n a t i o n ,  remind^rne o f  y o u r  f a t h e r  ' s  d a i l y  i n s p e c t i o n  o f  y o u r  
u n d e r w e a r ^  to  s e e  w h e t h e r  o r  n o t  t h e y  wer e  w e t .  You o n l y  w e t e d  y o u r  p a n t s  when l a  
l a u g h i n g  y o u r s e l f  away a t  s c h o o l .  The s p o n t a n e o u s  l a u g h t e r  was  t o  be s a n c t i o r m e d .
You a l s o  l i v e  in  f e a r  o f  l o o s i n g  y o u r  d i g n i t v T t h i s  i s  w h a t  you  c a l l  b e i n g
by th e  b l u b b e n i n g  c l i n g i n g  c h i l d .  In b e t w e e n  t h o s e  two p o l e s  t h e  c o m p e t e n t  a d u l t  g
g o t  l o s t .  B e t r a j - i n g  y o u r s e l f . F o r  in  y o u r  f a m i l y  you had  t o  b e t r a y  in  o r d e r  to
" c o ra no t io n"  which  b r o u g h t  e v e r y o n e  in  th e  g a r d e n  to  w a t c h  i t ,  f e e l  w i t h  a m i x t u r e  
o f  e x c i t e m e n t  and  r e l i e f  t h a t  i t  was n o t  y o u .  You l i v e d  in  f e a r  o f  t h a t  h a p p e n i n g  
to  }rou .  B e t r a y i n g  3-011 s a i d ,  had become a r e f l e x e ,  ev en  a t  s c h o o l  when in  f e a r  o f  
b e i n g  p u n i s h e d ,  you b e t r a y e d  y o u r  f r i e n d s .  I have  be en  t h i n k i n g  a b o u t  " b e t r a y a l "
l i k e  y o u r  m o t h e r  was .  I t h i n k  t h a t  i t  i s  v e r y  i m p o r t a n t  f o r  you  a t  th e  m o m e n t  t o  ex
s u r v i v e .  E s c a p i n g  t h i s  way t h e  "c om mo t i o n "  by meant  o f  w h a t  one o f  you wi-H-*be ca ne
and which  fo rm i t  c o u l d  t a k e  w i t h i n  o u r  r e l a t i o s h i p .  M3* th oug h . 1 a r e  t h a t  you c o u l d
bet ra>-  j - o u r s e l f  by , e i t h e r  t u r n i n g  me i n t o  a  " c r i t i c a l  f a t h e r "  o r  "a p a s s i v e  m o t h e r
W es* La mb e t h  Heal th Aut hor i t y
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p e r i n c e  a "good enough"  r e l a t i o n s h i p  w i t h  a n o t h e r  woman. W i t h o u t  f e e l i n g  t h a t  you  m 
m i g h t  become th e  d e s p e r a t e  c l i n g i n g  c h i l d ,  l i k e  i t  hap p en ed  d u r i n g  y o u r  p r e v i o u s  con 
c o u n s e l l i n g .  L e a r n i n g  to  s a y  no to  the  b i u b b e n i n g  c h i l d  w i t h  l e a r n i n g  a l t o g e t h e r  to 
t a k e  c a r e  o f  y o u r s e l f .
up e x i t s ,  f o r  th e  p o t e n t i a l l y  h a p p y  woman in  you  t o  e m e r g e .  And we have to  lo o k  a t  yo • 
f a m i l y  b a c kg r o un d  , w h e r e ,  b e t r a y a l ,  p l e a s u r e ,  p u n i s h m e n t ,  was p r e s e n t  a s  w e l l  a s , t h e  
a b u s e .  Where th e  q u a l i t i e s  o f  t h e  c h i l d ,  w ic h  y o u  d e s c r i b e ,  a s ,  s a i n e  l o g i c ,  s p o n t e -  
n ao u s  i n s t i n c t i v e  r e s p o n s e  t o  t h i n g s  c o u l d n ' t  f i n d  t h e  s p a c e  to  d e v e l o p .  1 know t h a t  i
i t  i s  a d e e p ,  s a d  r e g e t  , b u t  n o t  e v e r y t h i n g  i s  l o s t ,  f o r  t h e s e s  q u a l i t i e s  b e l o n g  to  t h e
a d u l t  t o o .
The m o s t  d i f f i c u l t  t i m e  o f  th e  week , i s  th e  w e e k - e n d .  T ime ,  when you f e e l  m o s t  i s o l a t e  f -
\
T h i n k i n g ,  t h a t  e v e r y o n e  e l s e  a r e  b u s y ,  b e i n g  and d o i n g  w i t h  o t h e r s .  T h a t  t h e y  a r e  
p r i v i l e d g e d ,  and you  a r e  u n d e r p r i v i l e d g c d .  I was t h i n k i n g  a b o u t ,  who was " p r i v i 1 e d g e d " 
o r  " u n d e r  p r i v i l e d g e d "  in  y o u r  f a m i l y ?  The b r o t h e r s  u n d e r p r i v i 1 edged  f o r  b e i n g  c a n ed  
and you w a t c h i n g  p r i v i l e d g e d  n o t  t o  b e .  Or them who were  th e  c e n t e r  o f  a t t e n t i o n ,  d e s p i  
t e  th e  p u n i s m e n t ,  and  you u r . d e r p r i v i l e d g e d  t o  be j u s t  s t a n d i n g  t h e r t a s  a s p e c t a t o r .
i ch r o l e  to p l a y ,  in  th e  a c t i o n .
’ ou s a i d .
" I  c r a v e  a f f e c t i o n ,  to  have r e p o n s a b i l i A x e s  f o r  m y s e l f  t a k e n  o u t  o f  r.y b a n d s ,  i f  I
m u s t  ,1 wan t  t o  be  a b l e  to  f i g h t  i t . "
f
"lather, d e n y i n g  y o u r  n o -- '.- , for l e p e r  V . u r y ,  t r y i n g  t o  i e g r a f o  o
You s a i d  " I  d o n ' t  wan t  t o  be a s a d  c a s e " ,  no , b u t  1 s e e  ou r  work t o g e t h e r  a s  o p e n i n ' ’
V v '
\
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THE PSYCHOTHERAPY F I L E
An a i d  t o  u n d e r s t a n d i n g  o u r s e l v e s  b e t t e r .
We h a v e  a l l  h a d  j u s t  o n e  l i f e  a n d  w h a t  h a s  h a p p e n e d  t o  
u s ,  a n d  t h e  s e n s e  we m a d e  o f  t h i s ,  c o l o u r s  t h e  w a y  we 
s e e  o u r s e l v e s  a n d  o t h e r s .  How we s e e  t h i n g s  is* f o r  
u s ,  h o w t h i n g s  a r e ,  a n d  h o w  we g o  a b o u t  o u r  l i v e s  
s e e m s  ' o b v i o u s  a n d  r i g h t ' .  S o m e t i m e s ,  h o w e v e r ,  o u r  
f a m i l i a r  w a y s  o f  u n d e r s t a n d i n g  a n d  a c t i n g  c a n  b e  t h e  
s o u r c e  o f  o u r  p r o b l e m s .  I n  o r d e r  t o  s o l v e  o u r  
d i f f i c u l t i e s  we m a y  n e e d  t o  l e a r n  t o  r e c o g n i s e  h o w  
w h a t  w e * d o  m a k e s  t h i n g s  w o r s e .  We c a n  t h e n  w o r k  o u t  
n e w  w a y s  o f  t h i n k i n g  a n d  a c t i n g .A
T h e s e  p a g e s  a r e  i n t e n d e d  t o  s u g g e s t  w a y s  o f  t h i n k i n g  
a b o u t  w h a t -  y o u  d o ;  r e c o g n i s i n g  y o u r  p a r t i c u l a r  
p a t t e r n s  i s  t h e  f i r s t  s t e p  4- i n  l e a r n i n g  t o  g a i n  m o r e  
c o n t r o l  a n d  h a p p i n e s s  i n  y o u r  l i f e .
K e e p i n g  a d i a r y  o f  v o u r  m o o d s  and*  b e h a v i b u r  .
S y m p t o m s ,  b a d  m o o d s ,  u n w a n t e d  t h o u g h t s  o r  b e h a v i o u r s  
t h a t  c o me  a n d  g o  c a n  .. b e  b e t t e r  u n d e r s t o o d  a n d  
c o n t r o l l e d  i f  y o u  l e a r n  t o  n o t i c e  w h e n  t h e y  h a p p e n  a n d  
w h a t  s t a r t s  t h e m  o f f .
I f  y o u  h a v e  a  p a r t i c u l a r  s y m p t o m  o r  p r o b l e m  o f  t h i s  
s o r t ,  s t a r t  k e e p i n g  a  d i a r y .  T h e  d i a r y  s h o u l d  b e  
f o c u s s e d  o n  a  p a r t i c u l a r  m o o d ,  s y m p t o m  o r  b e h a v i o u r ,
a n d  s h o u l d  b e  k e p t  e v e r y  d a y  i f  p o s s i b l e .  T r y  t o
r e c o r d  t h i s  s e q u e n c e :
1 .  How y o u  w e r e  f e e l i n g  a b o u t  y o u r s e l f  a n d  o t h e r s  a n d  
t h e  w o r l d  b e f o r e  t h e  p r o b l e m  c a m e  o n .
2 .  An y  e x t e r n a l  e v e n t ,  o r  a n y  t h o u g h t  o r  i m a g e  i n  y o u r  
m i n d  t h a t  wa s  g o i n g  o n  w h e n  t h e  t r o u b l e  s t a r t e d ,  o r
w h a t  s e e m e d  t o  s t a r t  i t  o f f .
3 .  O n c e  t h e  t r o u b l e  s t a r t e d ,  w h a t  w e r e  t h e  t h o u g h t s ,  
i m a g e s  o r  f e e l i n g s  y o u  e x p e r i e n c e d .
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P S Y CH OT H E R A P Y  F I L E
By n o t i c i n g  a n d  w r i t i n g  d o w n  i n  t h i s  w a y  w h a t  y o u  d o  
a n d  t h i n k  a t  t h e s e  t i m e s ,  y o u  w i l l  l e a r n  t o  r e c o g n i s e  
a n d  e v e n t u a l l y  h a v e  m o r e  c o n t r o l  o v e r  h o w  y o u  a c t  a n d  
t h i n k  a t  t h e  t i m e .  I t  i s  o f t e n  t h e  c a s e  t h a t  b a d  
f e e l i n g s  l i k e  r e s e n t m e n t ,  d e p r e s s i o n  o r  p h y s i c a l  
s y m p t o m s  a r e  t h e  r e s u l t  o f  w a y s  o f  t h i n k i n g  a n d  a c t i n g  
t h a t  a r e  u n h e l p f u l .  D i a r y  k e e p i n g  i n  t h i s  w a y  g i v e s  
y o u  t h e  c h a n c e  t o  l e a r n  b e t t e r  w a y s  o f  d e a l i n g  w i t h  
t h i  n g s .
I t  i s  h e l p f u l  t o  k e e p  a  d a i l y  r e c o r d  f o r  1 - 2  w e e k s ,  
t h e n  t o  d i s c u s s  w h a t  y o u  h a v e  r e c o r d e d  w i t h  y o u r  
t h e r a p i s t  o r  c o u n s e l l o r .
PATTERNS THAT DO NOT WORK. BUT ARE HARD TO BREAK
T h e r e  a r e  c e r t a i n  w a y s  o f  t h i n k i n g  a n d  a c t i n g  t h a t  d o  
n o t  a c h i e v e  w h a t  we w a n t ,  b u t  w h i c h  a r e  h a r d  - t o  
c h a n g e .  R e a d  t h r o u g h  t h e  l i s t -  t h a t  f o l l o w s  a n d  m a r k  
ho w f a r . y o u  t h i n k  t h e y  a p p l y  t o  y o u .
A p p l i e s  s t r o n g l y  ++ A p p l i e s  + D o e s  n o t  a p p l y  -
~ t r a p s  ' *; ••
T r a p s  a r e  t h i n g s  we c a n n o t  e s c a p e  f r o m .  C e r t a i n  k i n d s  
o f  t h i n k i n g  a n d  a c t i n g  r e s u l t  i n  a  ' v i c i o u s  c i r c l e '  
w h e n ,  h o w e v e r  h a r d  we t r y ,  t h i n g s  s e e m  t o  g e t  w o r s e  
i n s t e a d  o f  b e t t e r .  T r y i n g  t o  d e a l  w i t h  f e e l i n g  b a d  
a b o u t  o u r s e l v e s ,  we t h i n k  a n d  a c t  i n  w a y s  t h a t  t e n d  t o  
c o n f i r m  o u r  b a d n e s s .
A g g r e s s i o n  a n d  a s s e r t i o n
P e o p l e  o f t e n  g e t  t r a p p e d  i n  t h e s e  w a y s  b e c a u s e  t h e y  
m i x  u p  a g g r e s s i o n  a n d  a s s e r t i o n .  T h e  f e a r  o f  h u r t i n g  
o t h e r s  c a n  m a k e  u s  k e e p  o u r  f e e l i n g s  i n s i d e ,  o r  p u t  
o u r  own n e e d s  a s i d e .  T h i s  t e n d s  t o  a l l o w  o t h e r  p e o p l e  
t o  i g n o r e  o r  a b u s e  u s  i n  v a r i o u s  w a y s ,  w h i c h  t h e n  
l e a d s  t o  o u r  f e e l i n g ,  o r  b e i n g ,  c h i l d i s h l y  a n g r y .  When  
we s e e  o u r s e l v e s  b e h a v i n g  l i k e  t h i s ,  i t  c o n f i r m s  o u r  
b e l i e f  t h a t  we s h o u l d n ' t  b e  a g g r e s s i v e .  M o s t l y ,  b e i n g  
a s s e r t i v e  - a s k i n g  f o r  o u r  r i g h t s -  i s  p e r f e c t l y  
a c c e p t a b l e .  P e o p l e  wh o  d o  n o t  r e s p e c t  o u r  r i g h t s  a s  
h u m a n  b e i n g s  m u s t  e i t h e r  b e  s t o o d  u p  t o  o r  a v o i d e d .
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E x a m p l e s  o f  T r a p s
1 . AVOI DANCE
We f e e l  i n e  f  f e c t  i v e  a n d  a n x  i o u s  a b o u t  c e r t a i n  
s i t u a t i o n s ,  s u c h  a s  c r o w d e d  s t r e e t s ,  o p e n  s p a c e s ,  
s o c i a l  g a t h e r i n g s .  We t r y  t o  g o  b a c k  i n t o  t h e s e  
s i t u a t i o n s ,  b u t  f e e l  e v e n  m o r e  a n x i e t y .  A v o i d i n g  t h e m  
m a k e s  u s  f e e l  b e t t e r ,  s o  we s t o p  t r y i n g .  H o w e v e r ,  b y  
c o n s t a n t l y . a v o i d i n g  s i t u a t i o n s  o u r  l i v e s  a r e  l i m i t e d  
a n d  we c o m e  t o  f e e l  i n c r e a s i n g l y  i n e f f e c t i v e  a n d  
a n x  i o u s .
2 . DEPRESSED THI NKI NG
F e e l i n g  d e p r e s s e d  r we a r e  s u r e  we w i l l  ' m a n a g e  a  t a s k  
o r  s o c i a l  s i t u a t i o n  b a d l y .  B e i n g  d e p r e s s e d ,  we a r e  
p r o b a b l y  n o t  a s  e f f e c t i v e  a s  we c a n  b e ,  a n d  t h e  
d e p r e s s i o n  l e a d s  u s  t o  e x a g g e r a t e  h o w  b a d l y  we h a n d l e d  
t h i n g s .  T h i s  m a k e s  u s  f e e !  m o r e  d e p r e s s e d  a b o u t  
o u r s e l v e s .
3 . SOCI AL I SOLATI ON
.0 •
F e e l i n g  u n d e r - c o n f  i d e n t  a b o u t  o u r s e l v e s  a n d  a n x i o u s  
n o t  t o  u p s e t  o t h e r s ,  we w o r r y  t h a t  o t h e r s  w i l l  f i n d  u s  
b o r i n g  o r  s t u p i d ,  s o  we d o n ' t  l o o k  a t  p e o p l e  o r  
r e s p o n d  t o  f r i e n d l i n e s s .  P e o p l e  t h e n  . s e e  u s  a s
u n f r i e n d l y ,  s o  we b e c o m e  m o r e  i s o l a t e d  f r o m  w h i c h  we 
a r e  c o n v i n c e d  we a r e  b o r i n g  a n d  s t u p i d -  a n d  b e c o m e  
m o r e  u n d e r - c o n f i d e n t  .
4 . TRYING TO PLEASE
F e e l i n g  u n c e r t a  i n  a b o u t  o u r s e l v e s  a n d  a n x i o u s  n o t  t o  
u p s e t  o t h e r s ,  we t r y  t o  p l e a s e  p e o p l e  b y  d o i n g  w h a t  
t h e y  s e e m  t o  w a n t .  As  a  r e s u l t  ( 1 )  we  e n d  u p  b e i n g  
t a k e n  a d v a n t a g e  o f  b y  o t h e r s ,  w h i c h  m a k e s  u s  a n g r y ,  
d e p r e s s e d  o r  g u i l t y ,  f r o m  w h i c h  o u r  u n c e r t a i n t y  a b o u t  
o u r s e l v e s  i s  c o n f i r m e d ;  o r  ( 2 )  s o m e t i m e s  we f e e l  o u t  
o f  c o n t r o l  b e c a u s e  o f  t h e  n e e d  t o  p l e a s e ,  a n d  s t a r t  
h i d i n g  a w a y ,  p u t t i n g  t h i n g s  o f f ,  l e t t i n g  p e o p l e  d o w n ,  
w h i c h  m a k e s  o t h e r  p e o p l e  a n g r y  w i t h  u s  a n d  i n c r e a s e s  
o u r  u n c e r t a i n t y .
+ o
y
X
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PI  LEMMAS ( F a l s e  c h o i c e s  a n d  n a r r o w  o p t i o n s )
We o f t e n  a c t  a s  we d o ,  e v e n  w h e n  we  a r e  n o t  c o m p l e t e l y  
h a p p y  w i t h  i t ,  b e c a u s e  t h e  o n l y  o t h e r  w a y s  we 
c a n  i m a g i n e ,  s e e m  a s  b a d  o r  e v e n  w o r s e .  T h e s e  f a l s e  
c h o i c e s  c a n  b e  d e s c r i b e d  a s  d i l e m m a s ,  o r  e i t h e r / o r  
o p t i o n s .  We o f t e n  d o n ' t  r e a l i s e  t h a t  we  s e e  t h i n g s  
l i k e  t h i s ,  b u t  we a c t  a s  i f .  t h e s e  w e r e  t h e  o n l y  
p o s s i b l e  c h o i c e s .
Do y o u  a c t  a s  i f  a n y  o f  t h e  f o l l o w i n g  f a l s e  c h o i c e s  
r u l e  y o u r  l i f e ?  R e c o g n i s i n g  t h e m  i s  t h e  f i r s t  s t e p  t o  
c h a n g i n g  t h e m .
r
C h o i c e s  a b o u t  y o u r s e  1 f  : I_ a c t  a s  i f  : -
1 . E i t h e r  I k e e p  f e e l i n g s  b o t t l e d  u p  o r  I r i s k  b e i n g  
r e j e c t e d ,  h u r t i n g  o t h e r s ,  o r  m a k i n g  a  m e s s .
2 . E i t h e r  I f e e l  I s p o i l  m y s e l f  a n d  a m g r e e d y  o r  I d e n y
m y s e l f  t h i n g s  a n d  p u n i s h  m y s e l f  a n d  f e e l  m i s e r a b l e .  .
3 . I f  I t r y  t o  b e  p e r f e c t ,  I f e e l  d e p r e s s e d  a n d  a n g r y ;
I f  I d o n ' t  t r y  t o  b e  p e r f e c t ,  I f e e l  g u i l t y ,  a n g r y  a n d
a i s - s a t i s f i e d .
*
4 .  I f  I m u s t ,  t h e n  I w o n ' t  ( o t h e r  p e o p l e ' s  w i s h e s ,  o r
e v e n  my o w n ,  f e e l  t o o  ' d e m a n d i n g ,  s o  I c o n s t a n t l y  p u t
t h i n g s  o f f ,  a v o i d  t h e m  e t c . ) .
5 . I f  o t h e r  p e o p l e  a r e n ' t  e x p e c t i n g  me t o  d o  t h i n g s ,
l o o k  a f t e r  t h e m  e t c . ,  t h e n  I f e e l  a n x i o u s ;  l o n e l y  a n d
o u t  o f  c o n t r o l .
6 . I f  I g e t  w h a t  I w a n t ,  I f e e l  c h i l d i s h  a n d  g u i l t y ;  i f  
I d o n ' t  g e t  w h a t  I w a n t ,  I f e e l  a n g r y  a n d  d e p r e s s e d .
7 . E i t h e r  I k e e p  t h i n g s  ( f e e l i n g s ,  p l a n s )  i n  p e r f e c t  
o r d e r ,  o r  I f e a r  a  t e r r i b l e  m e s s .
C h o i c e s  a b o u t  h o w  we r e l a t e  t o  o t h e r s
Do y o u  b e h a v e  w i t h  o t h e r s  a s  i f :
l . I f  I c a r e  a b o u t  s o m e b o d y ,  t h e n  I  h a v e  t o  g i v e  i n  t o  
them.
2.If I care about somebody, then they have to give in 
to me .
3 . I f  I d e p e n d  on  s o m e o n e ,  t h e n  t h e y  h a v e  t o  d o  w h a t  I 
w a n t .
•H +
X
X
X
X
Y
X
X
X
X
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4 . I f  I d e p e n d  o n  s o m e o n e ,  t h e n  I h a v e  t o  g i v e  i n  t o  
t h e m .
5 . E i t h e r  I ' m  i n v o l v e d  w i t h  s o m e o n e  a n d  l i k e l y  t o  g e t  
h u r t ,  o r  I d o n ' t  g e t  i n v o l v e d  a n d  s t a y  i n  c h a r g e ,  b u t  
r e m a i n  l o n e l y .
6 . As  a  w o m a n ,  I h a v e  t o  d o  w h a t  o t h e r s  w a n t .
7 . As  a  m a n ,  I c a n ' t  h a v e  a n y  f e e l i n g s .
8 . E i t h e r  I  s t i c k  u p  f o r  m y s e l f  a n d  n o b o d y  l i k e s  m e ,  o r  
I g i v e  i n  a n d  g e t  p u t  o n  b y  o t h e r s  a n d  f e e l  c r o s s  a n d  
h u r t .
9 . E i t h e r  I ' m  a  b r u t e  o r  a  m a r t y r  ( s e c r e t l y  b l a m i n g  t h e  
o t h e r  ) .
1 0 . E i t h e r  I  l o o k  d o w n  o n  o t h e r  p e o p l e ,  o r  I  f e e l  t h e y  
l o o k  d o w n  o n  m e . •
X
X
X
Y
X
SNAGS ‘
S n a g s  a r e  w h a t  i s  h a p p e n i n g  w h e n  we s a y  " I  w a n t  t o
h a v e  a  b e t t e r  l i f e ,  o r _ I  w a n t - t o  c h a n g e  my b e h a v i o u r
b u t ............... " .  S o m e t i m e s  t h i s  c o m e s  f r o m  h o w  we o r  o u r
f a - m i l i e s  t h o u g h t  a b o u t - u s  w h e n  we we r . e  y o u n g ;  s u c h  a s  
' s h e  w a s  a l w a y s  t h e  g o o d  ~ c h i  I d * ' ,  o r  ' i n  p u r  f a m i l y  we 
n e v e r . . . ' .  S o m e t i m e s  t h e  s n a g s  . c o m e -  f r o m  t h e
i m p o r t a n t  p e o p l e  • i n  o u r  l i v e s  n o t  w a n t i n g  u s  t o
c h a n g e ,  , o r  n o t  a b l e  t o  c o p e  w i t h  w h a t  - o u r  c h a n g i n g  
m e a n s  t o  t h e m .  O f t e n  t h e  r e s i s t e n c e  i s  m o r e  i n d i r e c t ,  
a s  w h e n  a  p a r e n t ,  h u s b a n d  o r  w i f e  b e c o m e s  i l l  o r  
d e p r e s s e d  w h e n  we b e g i n  t o  g e t  b e t t e r .
I n  o t h e r  c a s e s ,  we s e e m  t o  ' a r r a n g e '  t o  a v o i d  p l e a s u r e
o r  s u c c e s s ,  o r  i f  t h e y  c o m e ,  we h a v e  t o  p a y  i n  s o m e
w a y ,  b y  d e p r e s s i o n ,  o r  b y  s p o i l i n g  t h i n g s .  O f t e n  t h i s  
i s  b e c a u s e ,  a s  c h i l d r e n ,  we c a m e  t o  f e e l  g u i l t y  i f  
t h i n g s  w e n t  w e l l  ' f o r  u s ,  o r '  f e l t  t h a t  we w e r e  e n v i e d  
f o r  g o o d  l u c k  o r  s u c c e s s .  S o m e t i m e s  we h a v e  c o m e  t o  
f e e l  r e s p o n s i b l e ,  u n r e a s o n a b l y ,  f o r  t h i n g s  t h a t  w e n t  
w r o n g  i n  t h e  f a m i l y ,  a l t h o u g h  we m a y  n o t  b e  a w a r e  
t h a t  t h i s  i s  s o .  I t  i s  h e l p f u l  t o  l e a r n  t o  r e c o g n i s e  
h o w t h i s  s o r t  o f  p a t t e r n  i s  s t o p p i n g  y o u  g e t t i n g  o n  
w i t h  y o u r  l i f e ,  f o r  o n l y  t h e n  c a n  y o u  l e a r n  t o  a c c e p t  
y o u r  r i g h t  t o  a  b e t t e r  l i f e  a n d  b e g i n  t o  c l a i m  i t .
You m a y  g e t  q u i t e  d e p r e s s e d  w h e n  y o u  b e g i n  t o  r e a l i s e  
h o w  o f t e n  y o u  s t o p  y o u r  l i f e  b e i n g  h a p p i e r  a n d  m o r e  
f u l f i l l e d .  I t  i s  i m p o r t a n t  t o  r e m e m b e r  t h a t  i t ' s  n o t  
b e i n g  s t u p i d  o r  b a d ,  b u t  r a t h e r  t h a t :
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a )  We d o  t h e s e  t h i n g s  b e c a u s e  t h i s  i s  t h e  w a y  we 
l e a r n e d  t o  m a n a g e  b e s t  w h e n  we w e r e  y o u n g e r ,
b )  we d o n ' t  h a v e  t o  k e e p  o n  d o i n g  t h e m  n o w  we a r e  
l e a r n i n g  t o  r e c o g n i s e  t h e m ,
c )  b y  c h a n g i n g  o u r  b e h a v i o u r ,  we  c a n  l e a r n  t o  c o n t r o l  
n o t  o n l y  o u r  own b e h a v i o u r ,  b u t  we a l s o  c h a n g e  t h e  w a y  
o t h e r  p e o p l e  b e h a v e  t o  u s ,  %
d )  a l t h o u g h  i t  ma y  s e e m  t h a t  o t h e r s  r e s i s t  t h e  c h a n g e s  
we w a n t  f o r  o u r s e l v e s  ( f o r  e x a m p l e ,  o u r  p a r e n t s ,  o r  
o u r  p a r t n e r s ) ,  we o f t e n  u n d e r - e s t i m a t e  t h e m ;  i f  we a r e  
f i r m  a b o u t  o u r  r i g h t  t o  c h a n g e ,  t h o s e  w h o  c a r e  f o r  u s  
w i l l  u s u a l l y  a c c e p t  t h e  c h a n g e .
r - 'o you recognise that you feel limited in your life: 
for fear, of the response of others,
\ b) by something inside yourself. .
D i f f i c u l t  a n d  u n s t a b l e  s t a t e s  o f  m i n d
Indicate which, if any of the following-apply to you:
l»How I feel about myself and ethers can .be unstable; 
I can switch from one s£ate c5f mind to a completely
d i f f e r e n t  o n e .  _
2 . Some s t a t e s  ma y  b e  a c c o m p a n i e d  b y  
a n d  u n c o n t r o l l a b l e  e m o t i o n s .
intense, extreme
3 . O t h e r s  b y  e m o t i o n a l  b l a n k n e s s ,  f e e l i n g  u n r e a l ,  o r  
f e e l i n g  m u d d l e d .
4 . Some  s t a t e s  a r e  a c c o m p a n i e d  b y  f e e l i n g  i n t e n s e l y  
g u i l t y  o r  a n g r y  w i t h  m y s e l f ,  w a n t i n g  t o  h u r t  m y s e l f .
5 . o r  b y  f e e l i n g  t h a t  . ‘o t h e r s  c a n H  b e  t r u s t e d ,  a r e  
g o i n g  t o  l e t  me d o w n ,  o r  h u r t  m e . -
''S.or b y  b e i n g  u n r e a s o n a b l y  a n g r y  o r  h u r t f u l  t o  o t h e r s .
7 . S o m e t i m e s  t h e  o n l y  w a y  t o  c o p e  w i t h  s o m e  c o n f u s i n g  
f e e l i n g s  i s  t o  b l a n k  t h e m  o f f  a n d  f e e l  e m o t i o n a l l y  
d i s t a n t  f r o m  o t h e r s .
St. Thomas' Hospital 
London SE1 7EH 
Telephone 0 1 -9 2 8  9 2 9 2
Your ref
Our ref Ext
(STEVEN) Appendix 2
Additional Material Used in Cognitive Analytic Therapy
You came into therapy because you were afraid of the
violence and rage which can boil up from within yourself. You
are used to being in control, and these feelings and their 
expression are frightening and dangerous.
The past few years have seen significant changes in your own 
life and in the lives of those closest to you. You changed from 
one job, where you were valued and respected, to another, where 
you found it hard to find a place for yourself. You have also 
recently experienced great difficulty in your relationship with 
your son, and you feel that you and your wife have drifted 
further apart. These events appear to have cast you adrift from 
all that was safe, controlled and secure.
You have had to face the unknown. This seems to unleash
powerful, unmanageable and out of control feelings which 
threaten your stability as a person. „ Your first response to
this is- to retreat into the relative safety of control once
again. The angry rage provides a good reason for doing this.
It seems to work as tan early warning system when things are
getting out of control, and it also appears to highlight the 
limited way in which" new and potentially creative or exciting 
developments are kept under control. It feels as if the anger 
is a response to the restrictions you impose upon yourself when 
the pressure to be. free of control comes up. Becoming more 
creative in self-expression is also very frightening. This 
demands, new, autonomous and independent responses to unknown 
situations and these are in opposition to controlled responses. 
They require being in touch with appropriate feelings; from 
vulnerability to strength; from pain to pleasure; and from anger 
to caring.
/ It seems that for most of your life you have been protected
/*■ or have protected yourself from your true feelings. These 
j ; feelings are beginning to come out. It is important that you 
‘ allow yourself the space to feel them in all their aspects.
'• i This involves sharing them with others, as you have begun to do 
; in therapy.
l h i  W est Lambeth Health Authority
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^  _ D e a r  C.KiioL ,
C o m in g  to  t h e r a p y  m e a n s ;  c o m i n g  to  t e r m  w i th  o v e r e a t i n g ,  b e i n g  l e s s  n e r  
v o u s  a b o u t  a c h i e v e m e n t ,  g e t t i n g  mo re  c o n f i d e n t  in y o u r s e l f .  I w o u l d  l ike  
to  r e p h r a s e  it  t h i s  w a y .  C o m in g  to  t e r m  w i t h  o v e r e a t i n g  is  a n  a t t e m p t  to  
c o n t r o l  t h e  n e e d  f o r  u n c o n d i t i o n a l  l o v e ,  b e i n g  l e s s  n e r v o u s  is r e l a t e d  to  a 
c h i e v e m e n t s ,  a n d  is a w a y  o f  t r y i n g  to  d o  f o r  y o u r s e l f ,  r a t h e r  t h a n  to  gri 
p l e a s e  y o u r  p a r e n t s ,  t h e s e  b e i n g  c r u c i a l  f a c t o r s  in  m a k i n g  y o u  f e e l  m o r e  
c o n f i d e n t . T h e  n e e d  f o r  u n c o n d i t i o n a l  lo v e  is  t h e r e  to  t r y  t o  fill  t h e  g a p  
t h a t  t h e  l a c k  o f  l o v e  h a s  l e f t  in y o u .  I t  i s  l ike  b e i n g  d e p r i v e d  t y o u  will 
n e v e r  h a v e  e n o u g h ,  t h a t  it  i s  d i f f i c u l t  f o r  yo u  to  f e e d  on  w h a t  i s  g i v e n  t 
t o  y o u .  As y o u  s a i d ,  t h e r e  w a s  n e v e r  r e a l l y  a n y  s p a c e  f o r  c h i l d r e n  in  t h e  
f a m i l y ,  we g o t  a t t e n t i o n  w h e n  e i t h e r  d o i n g  well  o r  f a i l i n g  t o  m e e t  o u r  p a r  
r e n t s  ' s  e x p e c t a t i o n s .  So  n o w  y o u  f o c u s  o n  a c h i e v e m e n t , o b e d i e n t  to  t h e  p 
p a r e n t s  ' s  w i s h ,  w h i c h  k e e p  y o u  f rom  t h e  i n t e n s e  p a i n  o f  f e e l i n g  t h e  e a r l v  
d e p r i v a t i o n .  A n d  I k n o w  h o w  d i f f i c u l t  it c a n  b e ,  to  f e e l  t h e  d e p r i v e d  c h i l d  
in y o u  a n d  a t  t h e  s a m e  t i m e  l e a r n i n g  how to  s t a n d  o n  y o u r  f e e t , f e e l i n g  
r e a s o n a b l y  g o o d  a s  an  a d u l t .
As f a r  a s  b e i n g  l e s s  n e r v o u s  in r e l a t i o n  to  a c h i e v e m e b n t  is  c o n c e r n . i t  i s
v e r y  d i f f i c u l t  f o r  y o u .  In  y o u r  f a m i ly ,  d o i n g  well  o r  f a i l i n g  m e a n t  a  al l  v* 
w o r l d  o f  d i f f e r e n c e ,  g o i n g  f r o m  b e i n g  l o v e d  o r  r e j e c t e d .  U p  to  n o w ,  y o u  
a r e  so  n e r v o u s  w h e n  d o i n g ,  t h a t  t h e  a n x i e t y  m a k e s  y o u  fee l  t h r e a t e n e d ,  
d e p r i v i n g  y o u  o f  y o u r  p o t e n t i a l  t o  a c h i e v e ,  t h u s  r e j e c t i n g  t h e  p o s s i b i l i t y  
of  s u c c e s s . ,  m a k i n g  y o u  v u l n e r a b l e  to  fai l  a n d  b e i n g  r e j e c t e d  b y  o t h e r s .
You  come  to t h e  p o i n t  w h e r e  t h e  p a r e n t  in y o u  s a y s  " Y o u  s h o u l d " ,  t h e  c h  
c h i l d  s a y s  "I w o n ' t  " e n t a q n g l e d  in t h e  d i l e mma  " I f  I m u s t ,  t h e n  I w o n ' t  " 
I w o u l d  l ike  to  e x p l o r e  t h i s  e i t h e r  o n e  o r  t h e  o t h e r  b y  l o o k i n g  a t  t h e  w a y  
y o u  d e f e n d  y o u r s e l f  a g a i n s t  t h e  p a r e n t s ' s  c o n t r o l ,  a n d  n e e d i n g  t h e i r  a p p r  
p r o v a l  a t  t h e  sa m e  t i m e .
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In  r e a t i o n  to  t h e  p a r e n t s  c o n d i t i o n a l  c o n t r o l l i n g  a n d  t h e  n e e d  to  s e p a r a t e  
I s e e  t h r e e  ma in  p a t t e r n s .
C o m p l i a n c e ,  N e e d y ,  R e b e l l i o u s .
C o m p l i a n c e ,  w h e r e  y o u  i d e n t i f y  W i t h  t h e  p a r e n t s  v o i c e ,  c r i t i c a l ,  c o n t e m p  
t u o u s  o f  o t h e r ' s  a n d  y o u r  b e h a v i o r ,  y o u  ca l l  it t h e  " P r i s o n " ,  t h i s  a t t i t u d e ,  
r e j e c t s  o t h e r s  a n d  m a k e  t h e m  r e j e c t  y o u  s o  l i v i n g  y o u  d e p r i v e d  o f  t h e  a*r  
s t r o k i n g  y o u  n e e d .  A t t i t u d e  m a i n t a i n e d  t h r o u g h  o b e y i n g  t h e  t e n  g o l d e n  r u  
l e s .  B e i n g  v a l u e d  a n d  a c c e p t e d  is a v e r y  i m p o r t a n t  p a r t  o f  t h e  a d u l t  well  
b e i n g .  F a i l i n g  to  a c h i e v e ,  m a k e s  y o u  fee l  g u i t y ,  i t  i s  al l  y o u r  f a u l t ,  be e a  
c a u s e  i t  i s  v e r y  d i f f i c u l t  f o r  y o u  to  a c c o m o d a t e  b o t h  y o u r  p a r e n t s  f a i l u r e  
to  n u r t u r e  y o u  a s  a c h i l d  a n d  t h e  n e e d  f o r  t h e i r  a p p r o v a l ,  t h e  l a t e s t  b r i n  
g i n g  y o u  b a c k  to  t h e  p r i m a r y  n e e d  o f  c o m p l y i n g  to  t h e  p a r e n t s  in  o r d e r  t 
t o  b e  l o v e d .  T h u s  n o t  h a v i n g  a vo ice  o f  y o u r  o w n ,  p e r p e t u a t i n g  t h e  d e p r v  
v a t i o n .
R e b e l l i o u s  is  t h e  S a n c t u a r y ,  w h e n  y o u  f i n d  y o u r s e l f  in a p o s i t i o n  o f  power  
f e e l i n g  w h i t h o u t  r e s t r i c t i o n s ,  b u t  w h i t h o u t  h o l d i n g  t o .  T h i s  i s  a n  a t t e m p t  
to  s e p a r a t e  f r o m  t h e  p a r e n t s ,  I am s t r o n g  I d o n ' t  n e e d  y o u ,  y o u  t r i e d  to  
c o n t r o l  me ,  b u t  s o m e w h e r e  I c a n  h a v e  e v e r y t h i n g  I w a n t .  T h i s  f o r m u l a t e  
i t s e l f  in y o u r  o w n  p a r e n t h o o d  a t  t i m e s .  D i s p l a c i n g  t h e  a n g e r  y o u  h a v e  f o r  
y o u r  p a r e n t s  o n t o  t h e  c h i l d r e n .  Which m a k e s  y o u  f e e l  g u i l t y ,  l i ke  n o t  c a p  
p a b l e  o f  e s t a b l i s h i n g  y o u r  o w n  b o u n d a r i e s ,  g i v i n g  y o u  t h e  f e e l i n g  o f  not  
b e i n g  s a f e , s e e k i n g  t h e  s e c u r i t y  of t h e  P r i s o n ,  t h u s  t h e  ne^ed f o r  c o n f e s s i  
s i o n ,  I wil l  s a y  s u d o  c o n f e s s i o n ,  fo r  it is  a s  t h i s  n e e d  to  c o n f e s s  i s  fu l f i l  
l i n g  t h e  p u r p o s e  to  cal l  y o u r  m o t h e r  a n d  s a y ,  s e e  h o w  I f a i l ,  ho  uu yo u  fa 
f ai l  t o  b r i n g  me u p  , a s  a n  i n d e p e n d a n t  a d u l t .
So g o i n g  in to  a to  a n d  f r o  f r o m  t h e  p r i s o n  t o  t h e  s a n c t u a r y .  T h e  p a s a g e  
o f  a d o l e s c e n c e  i n t o  a d u l t h o o d  is  ma de  o f  a to  a n d  f r o ^  g o i n g  f rom  h a v i n g  
a f a i r  a m o u n t  o f  i n d e p e n d a n c e  t o  n e e d i n g  a t  t i m e  p a r e n t a l  s u p p o r t ,  b u t  it 
a l s o  ca l l  f o r  b e a r i n g  t h e  l a c k ,  w h i c h  in t im e  g e t  f i l l e d  u p  t h r o u g h  e x p e r i e  
c i n g  t h e  n e w  a d u l t ,  in y o u r  c a s e  t h e  d e p r i v a t i o n  w a s  s u c h  t h a t  t h e  h o l d i n g  
of  t h e  l a c k ,  is v e r y  h a r d ,  so  y o u  fill y o u r s e l f  u p  w i t h  c h o c o l a t s ,  t h e  p a r  
r e n t s  v o i c e  so  s t r o n g  t h a t  y o u  h a r d l y  e x p l o r e  y o u r  p o t e n t i a l  a s  a n  a d u l t .
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O u r  w o r k  t o g e t h e r  wil l  b e  to  w o r k  on  t n e  d i l e mm a " I f  I m u s t ,  t h e n  I w o n ' t  
To  s t u d y  t h e  c y c l e  o f  a n x i e t y ,  w h i c h  p r e v e n t s  y o u  f r o m  e x p l o r i n g  y o u r  a* 
a d u l t  t a l e n t s ,  t o  f a m i l i a r i s e  y o u r s e l f  w i t h  t h o s e  t h r e e  s t a t e s ,  C o m p l i a n c e ,  
N e e d y ,  R e b e l l i o u s ,  h o p e f u l l y  to  f e e l  s a f e  e n o u g h  in  o u r  r e l a t i o n s h i p  to  f e e \  
t h e  a n g e r  d i r e c t e d  a t  t h e  p a r e n t s , t h e  e m p t i n e s s  o f  t h e  a d u l t ,  t h e  d e p r i v a  
t i o n  o f  t h e  c h i l d .
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• P r e - t h e r a p y  I n t e r v i e w  
I think that should be it. Get it as close to - 
O K  then I'll sit near the m i c r o p h o n e  for you, shall I?
T h a n k  you. 4th August. Co u l d  you tell me about you r  life?
Er, wh e r e  would you like me to b e g i n ?
A n y w h e r e .
Well I was er, I was b o r n  ' • .... .^ r in B o u r n e m o u t h
c <
b u t  t h e n  s h o r t l y  w e  w e n t  to l i v e  in K e n t ,  w h e r e  m y  f a m i l y  
b a s i c a l l y  live, in D o v e r  b u t  t h a t  w a s  an  a r e a  w h e r e  p e o p l e  
w e r e n ' t  a l l o w e d  to l i v e  in t h e  w a r  y e a r s .  I w e n t  to s c h o o l  
there, to c o n v e n t  s chools and then w e n t  to s e c o n d a r y  school in 
D o v e r ,  in D o v e r  G r a m m a r  S c h o o l  f o r  B o y s .  T h e n  I u m , a f t e r
leaving school I w o r k e d  at the p ort for a l i ttle while. T hen I
(
w e n t  to a t h e o l o g i c a l  c o l l e g e  in Wa l e s  but m e s s e d  some papers up
so I took a dip l o m a  in e d u c a t i o n  i n s t e a d  at .
\
M m h m .
c oll e g e  of education. W h i c h  lasted t h r e e  years. A f t e r  
that I w o r k e d  for the B r i t i s h  R a i l w a y s  Bo a r d  w i t h  B r i t i s h  R ail 
H o v e r c r a f t  in D o v e r  as a p e r s o n n e l  o f f i c e r  d o i n g  i n d u c t i o n  
t e a ching for new staff. That w a s  for the r e g u l a r  staff and the 
300 seasonal p e ople we took in e ach year. T h e n  um after tha t 
c ompany pass e d  out of the ha n d s  of B r i t i s h  R a i l w a y s  I w o r k e d  for 
ano t h e r  part of B r i t i s h  R a i l w a y s ,  Sealink, d o i n g  v e r y  s i m i l a r  
work. And then at the same time I s t u d i e d  to be a p r i e s t  for a
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se c o n d  time c o n c u r r e n t  with my work.
M m h m .
And so that was the p o s ition in 1987. The n  since 1987 I'v e  been 
a prie s t  for a y e a r  in the p a r i s h  of Addlestone, a few m i l e s  down 
the road. A n d  the year before t h a t  I was sort of a h a l f  priest 
in the pari.sh.
Mmm. What m a d e  y o u  decide to b e c o m e  a p riest?
Um  I s u p p o s e  i t s  o r i g i n s  p r o b a b l y  g o  b a c k  to m y  d a y s  in the 
C o n v e n t  school w h e r e  the n o r m a l i t y  of life was the c y c l e  of mass 
and the church o ffices and things like that and the r e s t  of life.
Yes. What ab o u t  your social life a n d  y o u r  r e l a t i o n s h i p s ?
Um I've tended to have quite a lot of friends w h i c h  n a t u r a l l y  one 
makes at school and in the c o u r s e  of my e m p l o y m e n t  and that I 
suppose is wha t  I miss mostly now.
Mmm.
As a priest p e o p l e  think you're p r o b a b l y  a bit s t r a n g e  (laughing) 
whi c h  might or m i g h t  not be true, and a l s o  c o m i n g  into a n e w  area 
at the age of 43, that's not an a g e  w h e n  one m a k e s  n e w  f r i e n d s  as 
easily as one does in the w o r k i n g  e n v i r o n m e n t  I had in my 20s and 
in school d a y s .
Mmm. What a b o u t  r e l a t i o n s h i p s  w i t h  w o m e n  or sexual p a r t n e r s  or 
something like that?
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I've n e v e r  had any sexu a l  pa r t n e r s  with women. I've h a d  sexual
f r i e n d s h i p s  with mal e s  from time to time.
M m m h m , m m h m .
But not with any of my clo s e s t  male friends b e c a u s e  t h e y ' v e  been 
h e t e r o s e x u a l  -
Sure.
A n d  so i t ' s  a c a s e  of if p e o p l e  a r e  h e t e r o s e x u a l  y o u  h a v e  to 
respect the fact that that's wha t  they are and b u i l d  a f r i e n d s h i p  
on the basis of s o m e t h i n g  you h a v e  in common together.
It sounds to me ... a little bit lonely in some respects.
Yes a chunk of me c o u l d  say that, yes, but a n o t h e r  c h u n k  of me 
would say that I m a d e  at t e m p t s  to b alance it. It could eas- one 
could e a sily have b e e n  run away wit h  loneliness, yes, t h a t ' s  why 
I always tried to w o r k  in an e n v i r o n m e n t  that I enjoyed. I mean 
my wor k  at the port was almost a hobby as well.
V
Y e s .
And um so that in a s e n s e  c o u n t e r a c t e d  it but it was a l w a y s  the 
d i s a p p o i n t m e n t  t h a t  s a y  if o n e  h a d  a c l o s e  r e l a t i o n s h i p  w i t h  
someone who was h e t e r o s e x u a l  then o b v i o u s l y  y o u  c o u l d n ' t  take 
that to, to an u l t i m a t e  sexual r e l a t i o n s h i p  -
S u r e .
But you have to make the best of things as they are.
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Mmm. Could you tell me ab o u t  y o u r  d i f f i c u l t i e s  ... b r o u g h t  you 
into seeking therapy?
Uh yes it's r e ally a set of p h y s i c a l  symptoms. It w a s  a set of 
phy s i c a l  symptoms initially. J u s t  before I was o r d a i n e d  twice 
over I had an i n f e c t i o n  of the l a b y r i n t h  and some of my friends 
at the port did at the same time b e c a u s e  all our h e a d p h o n e s  were 
kept in the same box.
Mmm.
So that was d e f i n i t e l y  s o m e t h i n g  physical.
M m m .
Which a pplied to us all. We all got better from it but I found 
a f t e r  that that if e v e r  I was s l i g h t l y  nerv o u s  a b o u t  something, 
e i t h e r  p l e a s u r a b l y  or u n p l e a s u r a b l y , either w a y  round, I could 
lose my bal a n c e  and in the w o r s t  c i r c u m s t a n c e s  fall to the grond. 
And I was always a n x i o u s  that this shoul d n ' t  h a p p e n  at a time 
w h e n  I w a s  d o i n g  s o m e t h i n g  p u b l i c  or  in a p u b l i c  p l a c e .  I 
s u p p o s e  I f i r s t  n o t i c e d  t h i s  w h e n  I t o o k  c h u r c h  s e r v i c e s  in 
A d d l e s t o n e .
M m h m .
In my own p a r i s h  church, it w a s  a very old f a s h i o n e d  C a t h o l i c  
c hurch w ith furn i t u r e  etc. and so you were a l ways s t a n d i n g  at the 
pulpit or at a l e c t e r n  but I f o u n d  that w h e n e v e r  I w a s  saying 
anyth i n g  just from a b o o k  if I was slightly n e r v o u s  the loss of 
balance wou l d  come o v e r  me and as t h e r e  was n o t h i n g  to h o l d  on to
j u s t  f o r  t h a t  f e w  s e c o n d s  to g e t  t h e  b a l a n c e  b a c k  I b e c a m e  
i n c r e a s i n g l y  n e r v o u s  and that s tarted m a k i n g  me feel ill as well. 
N o w  I d i d n ' t  r e a l i s e  till a y e a r  later tha t  that i llness was in 
f a c t  t a c h i c a r d i a l . I put it dow n  to d r i n k i n g  too m u c h  c o f f e e 
b e c a u s e  I did d i s c o v e r  that w h e n  I s t o p p e d  d r i n k i n g  c o f f e e  or tea 
it was not so bad. And um but by then I'd d e v e l o p e d  wha t  I th i n k  
I can o nly d e s c r i b e  r e ally as a p h o b i a  b e c u s e  of the s e  u n p l e a s a n t  
s y m p t o m s  t h a t  h a d  a t t a c h e d  t h e m s e l v e s  w h e n e v e r  I w a s  d o i n g  
an y t h i n g  p u b l i c l y  -
M m m , m m m .
So I w a n t e d  to w i t h d r a w  from d o i n g  them, not that I d i s l i k e d  the 
things I was d o i n g  in myse l f  but b e c a u s e  I k new it was go i n g  to
be unpleasant. A  lot of p e o p l e  said "Oh y o u ' v e  g o t  a case of
d e p r e s s i o n "  but it w a s n ' t  that b e c a u s e  I w o u l d  t h i n k  d e p r e s s i o n  
is you really d o n ' t  w a n t  to do something.
M m m .
Um so I w ent to see my doctor, he g ave me, this was my d o c t o r  in
Do v e r  b e c a u s e  I k e p t  wit h  him, I'd n e v e r  seen a d o c t o r  b e f o r e  so
we j u s t  k e p t  my  D o v e r  d o c t o r  on t h e  b o o k s  ( l a u g h i n g ) .  He  
p r e s c r i b e d  f o r  m e  s o m e  b e t a  b l o c k e r s .  T h e y  t o  s o m e  e x t e n t  
stopped the h e a r t  i r r e g u l a r i t i e s  but the p h o b i c  c o n d i t i o n  h a d  
bu i l t  up by then so that now w e ' r e  at a stage of a f f a i r s  tha t  
w h e n e v e r  I go out to do anything, w h e t h e r  it's p l e a s u r a b l e  or 
u n p l e a s u r a b l e , t h e r e ' s  always an a p p r e h e n s i v e n e s s  that w i t h o u t  
the m e d i c a t i o n  I take I think w o u l d  p o s s i b l y  m a k e  it i m possible.
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But I d o n ' t  put it to the test b e c a u s e  I'm so b usy t h a t  I don't 
like to have to b a c k  off.
M m m , m m m .
How else, are th e r e  any other w a y s  in w h i c h  y o u ' v e  b e e n  t r ying to 
cope w ith these d i f f i c u l t i e s  up till now? Any other w a y  in which 
you have tried to do that?
U m -
Y o u ' v e  told me a b o u t  the d o ctor a n d  the drugs.
Y e s  he, so t h e r e ' s ,  I ' v e  t r i e d  a f e w  t o u c h e s  of b e h a v i o u r a l  
t h e r a p y  of m y  o w n .  I t h o u g h t  t h a t  w h e n  t h i s  w a s  at  its r e a l  
worst, w h i c h  was last November, I felt that r e a l l y  I d i d n ' t  want 
even to go the shops and I t h o u g h t  r e a l l y  you ca n ' t  let this get 
a grip of you, so I started going, m a d e  sure I k ept g o i n g  to one 
or two small shops then I went to b i g g e r  shops for a l i t t l e  wh i l e
Mm.
And I d i s c o v e r e d  in ret r o s p e c t  t h a t  w h e n e v e r  I've b e e n  g o i n g  to 
Lo n d o n  I've felt ill so I just said I'm g o i n g  to L o n d o n  on the 
train for ten minutes. (Laughing) T h e n  w h e n  the 10 m i n u t e s  is up 
I'm comi n g  b a c k  and then went t h e r e  for 20 m i n u t e s  a n d  an hour 
and so L o n d o n ' s  fine now.
Mmm.
Because I a l w a y s  loved London a n d  it w a s  a b s o l u t e l y  p e r p l e x i n g
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tha t  all this imagery that I had could now h a v e  t h i s  u n p l e a s a n t  
g l o s s  to it.
M m m , m m m .
And t h at's h e l p e d  a bit. The one thing that I j u s t  c a n n o t  under 
any c i r c u m s t a n c e s  b r i n g  under control, and this is I sup p o s e  the 
t h i n g  t h a t  w o r r i e s  m e  m o s t ,  is t h a t  t h e r e  a r e  c e r t a i n  c h u r c h  
s e r v i c e s  w h e r e  you' v e  j u s t  got to c onduct f r e e - s t a n d i n g  such as 
the m a r r i a g e  service. You d o n ' t  r e ally want to p u t  a b a r r i e r  of 
a b o o k  stand b e t w e e n  y o u  and p e o p l e  at a m a r r i a g e  so t h at's one 
t h i n g  t h a t ' s  a l w a y s  o n  my  m i n d ,  h o w  am  I g o i n g  t o  g e t  t h a t  
s h i f t e d .
Mmm.
A n d  t h e  o t h e r  t h i n g  is I d r e a d  t h e  p a n i c  a t t a c k s  t h a t  I w a s  
g e t t i n g  in N o v e m b e r  h a v i n g  a n  o p p o r t u n i t y  to c o m e  b a c k  t h i s  
a u t u m n .
Mm.
B e c a u s e  as the cycle of the y ear co m e s  round I k e e p  t h i n k i n g  gosh 
I was t r a p p e d  in my o w n  ho u s e  w h i c h  was s o m e t h i n g  t h a t  w a s n ' t 
n atural to me and so the h o u s e  too k  on a v e r y  s t r o n g  sense of 
e m p t i n e s s  a n d  I k e p t  g e t t i n g ,  t h e  s o l a r  p l e x u s  r e g i o n  of my 
s tomach b e c a m e  a b s o l u t e l y  tense.
Mmm.
And it was that that the L a r a z a p a n  -
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Mmm. What did you think was h a p p e n i n g  to you init i a l l y ?
(Laughing) I t h o u g h t  I w a s  go i n g  mad at first b e c a u s e  I'd always 
b e e n  so OK before. If -
I th i n k  I had read them c o m p l e t e l y  wrongly. If I had k n o w  a year 
ago that I've got t a c h i c a r d i u m ,  my heart was r a c i n g  fast and all 
that that does -
M m m .
I could have said ah, t h a t ' s  t a c h i c a r d i u m  but - 
Mmm.
- a l l  t h o s e  f e e l i n g s  n o r m a l l y  c o m e  a b o u t  d u e  to s o m e  m e n t a l  
d i s t r e s s  -
M m h m .
I mea n  it was e x a c t l y  how I w o u l d  feel if on the one han d  someone 
had suddenly said to me " Y o u ' v e  won a t h o u s a n d  pounds".
Mmm.
Or on the other han d  if I'd l o o k e d  round s o m e w h e r e  w h e n  I was in 
a h urry and found I'd lost my wallet, tha t  sort of f e e l i n g  would 
bring on that fee l i n g  a r o u n d  the heart.
M m m ....... ?
Pardon?
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P a i n f u l  as well or? Or j u s t  the p a l p i t a t i o n s ?
It w a s n ' t  really p a i n f u l  that the dis, it was d i s c o m f o r t a b l e ,  
yes. It was, I was v e r y  n e r v o u s  as I thought, I t h o u g h t  my head 
w a s  t e l l i n g  me to be n e r v o u s  and I c o u l d n ' t  find out w h y  my head 
w a s  t e l l i n g  me to be n e r v o u s  so I t h o u g h t  I m u s t  be g o i n g  mad, 
o ut of control or something.
H o w  w a s  the d e c i s i o n  r e a c h e d  t hat you w o u l d  get into t h e r a p y ?
Urn D r . h a d  a l w a y s  h a d  a v e r y  h i g h  r e g a r d  f o r
t h e r a p i e s  at Ham C o m m o n  Hosptal, C assell Ho s p i t a l  and t h o u g h t  it 
m i g h t  be of a s s i s t a n c e  in this case.
Is he your GP?
H e 's my G P .
W h a t  was the d i a g n o s t i c  i n t e r v i e w  y o u  had with Dr. H e a l e y  like? 
Was it wha t  you e x p e c t e d ?  ....
Yes b e c a u s e  I'd had some p s y c h o t h e r a p y  w i t h  um, w i t h  a priest 
p s y c h o t h e r a p i s t  in t h e  d i o c e s e  a n d  I e x p e c t e d  it to be of an 
e x p l o r a t o r y  nature and it was of an e x p l o r a t o r y  nature.
W h e n  did you have this p r e v i o u s  p s y c h o t h e r a p y ?
T h a t  was er for about four w e e k s  in O c t o b e r  last year.
Mmhm. Do you wish that you had t a l k e d  a b o u t  a n y t h i n g  o t h e r  than 
w h a t  you talked about w i t h  D r . H- ?
I d o n ' t  think so. The m ain o b s e s s i o n  if you like is to be able
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to be physically balanced again and to stop anxiety 
attacks.
Mmm. Do you feel you were understood?
Yes, I think, especially at the second interview, 
when he said, when he, it suddenly struck home 
home that he knew absolutely what was the case 
when he said all this random behaviour of your 
sympathetic nervous system is stopping you enjoying 
life.
Mmhm.
Now I've, I've never expressed it, I've not heard it 
expressed or expressed it myself so succinctly 
before.
Mmhm.
He'd actually got on target and it was from that 
point I felt we could get somewhere because if he 
was a psychotherapist he'd pinpointed exactly my 
feelings. He would have said "Well go away now, I 
can 11 help you - 
Mmm, mmm.
If that was going to be the case.
Mmm. Now that you've got this far, what are your 
expectations of therapy?
I think it all depends to what extent I think that, 
I'm hoping quite strongly that the, that the 
therapy will help do away with the phobia, the 
panic attacks or give me some resource to go if I 
have a panic attack because it was the panicking and 
not knowing, having a clue what to do about that 
probably made me at my worst last October. But 
the grey area is this question of balance, because 
I'm not entirely sure that it's psy- 
entirely psychological.
Right. So you still wonder whether there might 
be something physiological ..
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Yes, A sort of hang on from those two bad doses
of loss of balance.
Right. Are there any external circumstances that 
you see helping or hindering your attempts to deal 
with your difficulties better in the future? In 
terms of your life.
The anxiety symptoms, you know that awful feeling 
in the solar plexus like a toothache -
Mmm.
Where you just don't know what to do because it's
urn, I can see that being helped in a number of
ways. As you will have read perhaps from the
reports I was working with an exceedingly 
difficult priest. He's now gone away and if his 
successor is reasonable (laughing) certainly the 
priest who has been standing in has been a very 
pleasant and ordinary man to work with and he's 
staying on as well, so there would be his company 
and er from what I've seen of the new parish priest 
it seems he's quite a pleasant person. Also 
another thing I think that will help and it gives 
me anxiety at the same time, is that in a year's 
time I'll be able to go back to my home area so 
that means that I can be surrounded with my home 
friends again and and my relatives can come and 
live with me, my father and my aunts, because you 
get big enough vicarages. But at the same time it 
makes me apprehensive to get rid of all this 
trouble so that I can go back to Kent because I 
don't know if the Archbishop will take me back to 
Canterbury automatically until I'm better.
Mmm, mmm.
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Are there any external circumstances that you 
want to change right now?
I've never liked, I've never liked living in my 
house alone and er but I think that's likely to be 
balanced because I think my father is coming up to 
live at my house with my aunt because it's a big 
one because they're a bit crowded in with their 
own families at home. So whenever they're staying 
the symptoms are always, whenever there's people 
around me at home the symptoms are always much 
less. Yet the anticipation of them coming makes me 
worse for a while.
Mmm,mmm. Do you feel you can do anything about 
this right now? You know it's happening but is 
there anything else that you feel might be ... and
that could actually influence at the moment?
No I don't.
It occurs to me when I was looking through that, you 
talked about the way that you grew up. What about 
brothers and sisters and your mother and you know, 
your family you grew up with?
Yes urn it was so sort of ordinary it's hard to 
know what in particular about it except we all, 
we're children by adoption I expect you saw from 
the report so we're not genetically related.
How many of you are there?
Three of us, myself my sister and my brother. I've
always been a lot closer to my sister than to my 
brother.
Mmm.
How old were you when you were adopted?
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Um I was only um a few weeks old, my sister was a 
few weeks old. My brother was a little older, I 
think he was nearly a year before he was adopted. 
Mmm. OK well that's all I need to ask you at the 
moment.
(This was a first interview conducted with Reverend 
John in pre-therapy)
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J a n u a r y  26th 1989
P o s t - t h e r a p y  I n t e r v i e w  w i t h  Rev. VT\WAa As  
R i g h t .
N e w  m a c h i n e ?
Do you feel that y o u r  w a y  of looking at life has c h a n g e d  as a 
re s u l t  of 'therapy?
N o t  at all, no.
Cou l d  you expa n d  a bit m o r e  about that?
N o t  really.
Do you feel it h a d  any impa c t  on you?
None at all. In fact I found it had a bit of a n e g a t i v e  impact
at first and then n e u t r a l  impact.
Mmhm. C o u l d  you tell me  a bit more a bout that?
Yes I thi n k  so. Um the thing that sta r t e d  this physical, the
p h y s i c a l  s y m p t o m s  o f f  o r i g i n a l l y  s e e m e d  to be a n u m b e r  of 
s t r e s s e s  t h a t  a l l  c a m e  at o n c e .  T h e y  h a v e  a l l  s l o w l y  b e e n  
r e m o v e d  one by one a n d  are now quite a way in the d i s t a n c e  and 
the the r a p y  lar g e l y  r e v i v e s  those and t h e r e f o r e  it w o u l d  m a k e  me 
f e e l  u n e a s y  f o r  a d a y  o r  so a f t e r  t h e  t h e r a p y  r e l i v i n g  t h o s e  
things that were past.
M m h m .
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T h e n  a f t e r  a f e w  s e s s i o n s  t h a t  p a s t  a n d  w h e n  w e  r e v i e w e d  or 
looked at a n y t h i n g  it d i d n ' t  hve, d i d n ' t  have so m u c h  that effect 
b u t  it d i d n ' t  h a v e  a n y  p o s i t i v e  e f f e c t  e i t h e r  of r e m o v i n g  
s y m p t o m s .
So you still h a v e  y o u r  s y mptoms?
Yes. One' set, one set of sy m p t o m s  have gone. T h a t  is the sort 
of p e rvasive a n x i e t y  that was there all the time, w i t h  or w i t h o u t  
medication, but w i t h  m e d i c a t i o n  that r emains e x a c t l y  the same 
that p e r v a s i v e  a n x i e t y  isn't there all the time. But I still get 
the p h y sical s y m p t o m s  of u n s t e a d i n e s s  and u n b a l a n c e  for m o s t  of 
the time.
Mmhm. I r e m e m b e r  y o u  had a lot of pro b l e m s  at w o r k  ... h o w  is 
that at the m o m e n t ?  How is you r  w o r k  s i t u a t i o n ?
Er that has c h a n g e d  qu i t e  a lot. I said one of the d i f f i c u l t i e s  
at work was w o r k i n g  wit h  an e x t r a o r d i n a r i l y  d i f f i c u l t  p r i e s t  -
Mmm.
And the ot h e r  one was that we d i d n ' t  u s e  the c h u r c h  f u r n i t u r e  
which, with that feel i n g  of u n s t e a d i n e s s  and u n b a l a n c e ,  m a d e  the 
situation even worse. The new p r i e s t  that has r e p l a c e d  my f o r m e r  
boss is e n t i r e l y  dif f e r e n t .  He u ses the c h u r c h  b u i l d i n g  as it 
w a s  d e f i n e d  f o r  so t h a t  m e a n s  e v e r y t h i n g ' s  d o n e  f r o m  r e a d i n g  
desks or l e c terns so if I feel the s l i g h t e s t  bit d i z z y  I can hold 
on t i l l  it p a s s e s  a n d  t h e n  c o n t i n u e .  A n d  he h i m s e l f  is an 
exc e e d i n g l y  p l e a s a n t  p e r s o n  and e asy to get on w i t h  so as I say
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that w h o l e  area has b e e n  wiped out. E x c e p t  I w o u l d n ' t  even, I 
d o n ' t  e ven like to h a v i n g  stand at a r e a d i n g  d e s k  and feel d i z z y  
b e c a u s e  you d o n ' t  feel y o u ' r e  p a r t i c i p a t i n g  -
M m m .
- e n t i r e l y  on w h a t  you w a n t  to do bec a u s s  of the t hought of the 
o t h e r s  g o i n g  t h r o u g h  y o u r  head.
M m m .
A bit like d o i n g  s o m e t h i n g  with t o o t h a c h e  I guess, by analogy.
M m m , m m m .
So y o u  feel it takes away, you can't c o n c e n t r a t e  on w hat y o u ' r e  
d o i n g  ... s y m p t o m s ?
Y e s  i t  s p o i l s  t h e  c o n c e n t r a t i o n .  I f i n d  I c a n  h e l p  t h e  
c o n c e n t r a t i o n  a c o n s i d e r a b l e  d e g r e e  by g o i n g  o v e r  w h a t  is to be 
done in the service s everal ti m e s  b e f o r e h a n d  so its in my m e m o r y  
and not in the w r i t t e n  text so that helps me to en j o y  it more but 
ther e ' s  still the ot h e r  there in the b a c k g r o u n d .
Mmm. What a bout your leis u r e  a c t i v i t i e s ?
My l e i s u r e  a c t i v i t i e s  are m a i n l y  going out d r i v i n g  and s t u d y i n g  
t h e  h i s t o r y  of o d d  a s e p c t s  of L o n d o n  a n d  L o n d o n  T r a n s p o r t  
h i s t o r y .  T h a t  m e a n s  I e i t h e r  g o  t o  l o c a t i o n s  a n d  t a k e  
photo g r a p h s .  I u s u a l l y  do  a lot of b a c k g r o u n d  rea d i n g  and t h e n  
go and take p h o t o g r a p h s  at locations. So t h a t ' s  r e a l l y  the m a i n  
thing I do  with what spare time I do get.
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Mmm, mmm. This has b e e n  a l o n g - s t a n d i n g  i n t e r e s t  of you r s  - 
Yes it has.
A n d  y o u ' v e  been c o n t i n u i n g  that t h r o u g h o u t  this time ..
E x c e p t  that since I've b een in _ .. • , as o p p o s e d  to wh e r e  I
u s e d  t o  l i v e  in D o v e r  i t ' s  m u c h  e a s i e r  f o r  m e  n o w  to g o  to 
L o n d o n .
Mmm. H o w  long have y o u  lived in
T h r e e  y e a r s .  I t ' s  a l s o  h e l p e d  t o  l i f t  t h e  a g r a p h o b i a  I w a s 
g e t t i n g  at the b e g i n n i n g  as well.
Mmhm. Wha t  about your social life?
My soc- it's d i f f i c u l t  whe n  y o u ' r e  a p r i e s t  to d i v i d e  what is 
y o u r  p r o f e s s i o n a l  life f rom y o u r  s o cial life to a large extent. 
If I say, if I b l o c k  o f f  w h a t  is m o s t  d i s t i n c t l y  p a r t  of my 
p r i e s t l y  w o r k  it's m a i n l y  being at home w i t h  my father and my two 
dogs. This is another element, my f a t h e r  has come to live with 
m e  m o w  a n d  b r o u g h t  t h e  o t h e r  d o g  t o  l i v e  w i t h  us. I v i s i t  
f r i e n d s  in D o v e r  o n c e  a w e e k  w h e r e  I u s e d  to  w o r k  a n d  t h a t ' s  
a b o u t  the sum of it.
M m h m .
I ' v e  n e v e r  h a d  a h i g h  p r o f i l e  of s o c i a l  l i f e  a n y  w a y  so if 
really, this illness h a s n ' t  m ade a n y  d i f f e r e n c e  to it.
H o w  do you see your r e l a t i o n s h i p s ?
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Wit h ?
A l l  you r  r e l a t i o n s h i p s  now.
F i n e .
C o u l d  you e x p a n d  on t hat a little bit? I m e a n  we  t a l k e d  at some 
l e n g t h  abut y o u r  r e l a t i o n s h i p s  w h e n  we met last time. Talked 
a b o u t  the d i f f i c u l t i e s  there were to a c t u a l l y  f orm relati o n s h i p s .
D i f f i c u l t i e s  to for m  relationships.
I seem to r e m e m b e r  you w e r e  saying s o m e t h i n g  like that anyway.
I d o n ' t  t h i n k  s o .  I ' v e  n e v e r  f o u n d  it d i f f i c u l t  t o  f o r m  
r e l a t i o n s h i p s  er in the settings w h e r e  I work. If I w a n t e d  to 
f o r m  r e l a t i o n s h i p s  but the p r o p e n s i t y  is not p a r t i c u l a r l y  - when 
I h ave a will to for m  r e l a t i o n s h i p s  it's q u i t e  easy b u t  I h a v e n ' t  
re a l l y  got a g r e a t  p r o p e n s i t y  for a g r e a t  deal of r e l a t i o n s h i p s .
Y o u r  main r e l a t i o n s h i p  I think ... w i t h  y our father?
Yes I guess so really. My father and my a u n t  who c o m e s  up and 
stays with us.
Mmm.
H o w  are those r e l a t i o n s h i p s  now?
If there's such a w o r d  as normal I w o u l d  say normal.
Mmm. You were a l s o  t a l k i n g  abut d i f f i c u l t i e s  in f o r m i n g  sexual 
relationships. I r e m e m b e r  that.
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M aybe I've never made t o o  m u c h  of an e f f o r t  (laughing) so - 
Mmm.
I, u m ,  I s u p p o s e  t h e  v a l u e  of t h e  r e l a t i o n s h i p  a n d  t h e  
i n c o n v e n i e n c e  in f o r m i n g  a r e l a t i o n s h i p  that's not n e c e s s a r i l y  
w i d e l y  accepted in all c i r c l e s  o u t w e i g h s  the other.
Mmm. It doe s n ' t  cause me any w o r r y  though.
Mmm. W h a t  about y our s e x u a l i t y ?  W h t a  d o  you do wit h  t hat then?
W e i l  l i v e  m o r e  or  l e s s  on t h e  l i n e s  of a m o n a s t i c  p r i e s t ,  
celibately, whi c h  I d o n ' t  find d i f f i c u l t .
Mmm.
How are you coping w i t h  y o u r  d i f f i c u l t i e s  now? You said a l i t t l e  
b i t  a b o u t  the f u r n i t u r e ,  t h a t  y o u ' d  f o u n d  p r a c t i c a l  w a y s  of 
d e a l i n g  with that. How are you c o p i n g  w i t h  them a p a r t  f rom that?
Um by c h ance I h a p p e n e d  to be at h o m e  one m o r n i n g  w h e n  there was 
a t e l e v i s i o n  p r o g r a m m e  on that i d e n t i f i e d  um a c o n d i t i o n  c a l l e d  
o r g a n i c  brain d y s f u n c t i o n  w h i c h  sounds terrible. I d o n ' t  k n o w  if 
you eve r  heard of it all. W h e r e  r e f l e x e s  a r e n ' t  q u i t e  r i g h t  and 
that. And so I w r o t e  to the R a i n b o w  F o u n d a t i o n ,  w h i c h  is one of 
the b o d i e s  c o ncerned w i t h  this, and I b e l i e v e  t h e r e ' s  a n o t h e r  one 
in this area, and m u c h  of the p h y s i c a l  s y m p t o m s  so m a t c h e d  up to 
that that I'm e x p l o r i n g  tha t  further.
M m h m .
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And a n o t h e r  t h i n g  related to t h i s  that w a s  d i s c o v e r e d  by a c c ident 
I, a f t e r  w a i t i n g  a year for an a p p o i n t m e n t  I w e n t  to see um - oh 
w h a t  do  you call such a man - m a n  w h o  looks a f t e r  b o n e s ?
O s t e o p a t h .  .
O r t h o p a e d i c  a n  o r d i n a r y  o r t h o p a e d i c  s u r g e o n  at  St. P e t e r ' s  
H o s p i t a l  b e c a u s e  my left foot t u r n e d  inwards slightly.
M m h m .
An d  he found t h a t  the m uscles in my  legs go into s p a s m s  and then 
be c o m e  n o r m a l  and I said to h i m  "If I was, w h e n  I'm s t a n d i n g  up, 
if I f e e l  u n s t e a d y  a n d  s h a k y ,  c a n  t h a t  be t h e  r e s u l t  of s u c h  
spasms?"
M m h m .
And he said yes so that seems to be a c c o u n t i n g  for p a r t  of these 
symptoms. So w h a t  he's i n t e n d i n g  to do  is to r e t a k e  the set of 
X-rays and e x a m i n e  all the same m u s c u l a r  m o v e m e n t s  he m a d e  that 
he  s a i d  w e r e  t i g h t  a n d  g o i n g  in a n d  o u t  of s p a s m  u n d e r  an 
a n a e s t h e t i c  to see wha t  that does.
M m h m .
What that tells him I don't know.
M m m .
Have you d o n e  a n y t h i n g  else? A r e  you t h i n k i n g  of a n y  o t h e r  ways 
of coping?
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U m  o n e  - p e o p l e  w h o  h v e  h a d  a n x i e t y  s t a t e s  h a v e  t o l d  m e  t h a t  
t h e y ' v e  f o u n d  t h a t  u m  v a r i o u s  e x e r c i s e s  h e l p  y o u  k n o w  l i k e  
t e n s i n g  and flexing of the m u s c u l a r  s y s t e m  and I f ind that tha t  
has no effect wh a t s o e v e r .
M m m .
W h i c h  may relate to the w a y  the m u s c l e  s y t e m  is b e h a v i n g  anyway. 
M m m .
T h a t  m a y  have formed a clue w h e n  I found out the o t h e r  d a y  tha t
exer c i s e s ,  b r e a t h n g  f r o m  the a b d o m e n  are s u p p o s e d  to , to h e l p
a n d  I ' v e  n o t  f o u n d  t h a t  to be t h e  c a s e .  S u p p o s e d  to s t o p  
h y p e r v e n t i l a t i o n .  So w h e t h e r  I'm c r e a t i n g  a n o t h e r  a n x i e t y  and  
h o p i n g  it will w o r k  and t h e r e f o r e  t h a t ' s  b l o c k i n g  the w a y  and 
e n t e r t a i n  that as a possi b i l i t y .
Mmm. A n y t h i n g  else y o u  w a n t  to say a b o u t  the cop i n g ?
No I d o n ' t  think so. I think w e ' v e  m o r e  or less c o v e r e d  that.
O K  w e l l  l e t ' s  go b a c k  a n d  t a l k  a l i t t l e  b i t  m o r e  a b o u t  y o u r  
t h e r a p y  and your t h e r apist.
Right.
In general, how did y o u  feel a b o u t  y o u r  t h e r a p y ?
I felt that at the b a c k  of it all t h e r e ' s  a p h y s i c a l  c o n d i t i o n  
and there f o r e  the p s y c h o t h e r a p y  w a s n ' t  g o i n g  to help. We t a l k e d  
a b o u t  - when I said t h a t  it all b e g a n  w i t h  a p h y s i c a l  c o n d i t i o n
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in the m i d d l e  e a r  and then w h e n e v e r  there was a n y  s t r e s s  of any 
sort that w o u l d  cause the s y m ptoms of d i z z i n e s s  a n d  then that 
took on a life of its own later. With all the s t r e s s  that was 
g o i n g  on it p r o d u c e d  t a c h i c a r d i a  a n d  at the- by the t i m e  I go to 
the t h e r a p i s t  all t hose things that had b r o u g h t  it on, things 
t h a t  a n  e a r l i e r  s t a g e  m i g h t  h a v e  b e e n  t h i n g s  w i t h i n  a 
p s y c h o t h e r a p i s t ' s  r ealm to help, w ere all out of the way. So 
there w a s  I left w i t h  these p h y s i c a l  s y m p t o m s  t h a t  had become 
m o r e  r e f l e x  a c t i o n s  t h a n  t h e  p r o d u c t  of a n y t h i n g  t h a t  w a s  
d i s t u r b i n g  me at the time.
Mmhm. How did y o u  feel about your ther a p i s t ?
I felt that he w a s  puz z l e d  as well about it.
What h a p p e n e d  in the sessi o n s ?
Well I, w h e n  I f i r s t  arr i v e d  I said "Well, w h a t  d o  we d o  in these 
sessions?". He said "It's up to you". I said "Well all I know 
about p s y c h o t h e r a p y  is w h a t  came from the C a s s e l l  H o s p i t a l  that 
its a t a l k i n g  t h e r a p y  i n t e n d e d  to p roduce cur e  or r e d u c t i o n  of 
symptoms and so all we r e a l l y  did w a s  a m a p w o r k  of my life. We 
looked at the p r e v i o u s  stresses that had o c c u r r e d  and as I said 
r e v iving them d i d  m o r e  har m  t han g o o d  I think at the time. And 
that's all we r e a l l y  did, w e e k  a f t e r  week. At s e v e r a l  stages I 
asked if he c o u l d  i d e ntify for me um what e x a c t l y  it was I was 
s u f f e r i n g  from b u t  he said that he co u l d n ' t  so if he c o u l d n ' t  he 
co u l d n ' t  and t h a t ' s  that. It's j ust that I'm the s o r t  of p e rson 
that if I can put a label to s o m e t h i n g  it helps.
9
and after interviews
OK. In general h o w  did you feel d u r i n g  the s e s s i o n s ?
It was d i f f i c u l t  to k n o w  a l w a y s  h o w  to r e s p o n d  to the t h e r a p i s t  
b e c a u s e  he w a s  a v e r y ,  a v e r y  s o l e m n  p e r s o n  by n a t u r e  a n d  I 
always find it d i f f i c u l t  to k n o w  h o w  to r espond to s o l e m n  people. 
Bec a u s e  if y o u're c h e e r f u l  w i t h  t h e m  it s o m e t i m e s  u n n e r v e s  them 
and if y o u ' r e  o v e r - s o l e m n  to t h e m  b a c k  on the g r o u n d s  that you 
think that's how they are and t h a t ' s  h o w  you s h o u l d  be  w i t h  them, 
they mig h t  think y o u ' r e  b e i n g  u n d u l y  u n p l e a s a n t  even, towards  
t h e m .  S o  i t ' s  d i f f i c u l t  t o  k n o w  h o w  t o  b a l a n c e  o n e ' s  
c o n v e r s a t i o n  with Dr. H<
Mmmhm. OK. Did y o u  feel you w e r e  a ble to talk f a i r l y  freely, or 
were you i n t e r r u p t e d  or s t o p p e d  or was there - how d i d  you feel 
you w e r e  able to talk ab o u t  y o u r s e l f  in the s e s s i o n s ?
Pe r f e c t l y  freely. I'm not a p e r s o n  w h o  wo u l d  r e a l l y  t a l k  a lot 
in t h e  o r d i n a r y  w a y  o r  i n d e e d  a p e r s o n  w h o  n e e d s  t o  t a l k  so 
having not really had the n eed to talk I found the f i r s t  th r e e  or 
f o u r  s e s s i o n s  d i f f i u c l t  to, no  t h e  f i r s t  c o u p l e  of s e s s i o n s  
d i f f i c u l t  to talk sort of for an h o u r  or - w h a t  was it for an 
hour or so - yes an h o u r  but a f t e r  t h a t  it b e c a m e  h a b i t  a n d  was 
OK. But very n e u t r a l  thing, I c o u l d n ' t  think h o w  in a n y  w a y  it 
was h e l p i n g  me or was going to e v e n t u a l l y  hel p  me as the c o u r s e  
p r o c e e d e d .
Did you ever feel y o u r  t h e r a p i s t  w a s  u n c o m f o r t a b l e  or?
I don't think he, I d i d n ' t  d e t e c t  h i m  f e e l i n g  u n c o m f o r t a b l e  at 
all I d o n ' t  think.
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Wha t  s o r t  of r e l a t i o n s h i p  w o u l d  y o u  say you h a d  w i t h  Dr
Er  it w a s  v e r y  m u c h  t w o  p r o f e s s i o n !  p e o p l e  t a l k i n g  w i t h  one 
a n o t h e r .
Mmm. W a s  y o u r  therapy w h a t  you h a d  expec t e d ?
Weil I h a d  to say at the o u t s e t  that I h a d n ' t  a clue. It was
g e t  a t  t h e  s y m p t o m s  t h e m s e l v e s  a n d  s t o p  t h e m  t h e r e  m i g h t  be
s o m e t h i n g  in p s y c h o t h e r a p y  t h a t  w o u l d  mak e  s y m p t o m  m a n a g e m e n t  
e a s i e r .
Mmhm. W e r e  the r e  u n e x p e c t e d  things, did u n e x p e c t e d  t h ings h a p p e n 
d u ring y o u r  t h e rapy?
No but I g o t  um, I got the compl e t e ,  I got a c o m p l e t e  i m p r e s s i o n
e r t h a t  Dr. / is h e a v i l y  i n t o  t h e  F r e u d i a n  s c h o o l  of
» ^
p s y c h o l o g y  and was looking for s e x u a l  a n s w e r s  p o s s i b l y  that just 
w e r e n ' t  there.
M m m h m . W e r e  there things you w i s h e d  you had b e e n  a b l e  to e x p l o r e  
but c o u l d n ' t  for some r e a s o n ?
Not r e a l l y  b e c a u s e  there w e r e  t h e  p h y s i c a l  s y m p t o m s  t h a t  w e r e  the 
c a u s e  of a l l  t h e  d i s t r e s s  a n d  t h e r e  s e e m e d  n o  w a y  w i t h i n  
p s y c h o t h e r a p y  of g etting at them.
Was there a n y t h i n g  that a n n o y e d  or  f r u s t r a t e d  y o u ?
F r u t r a s t e d  m e ,  y es. A f t e r  t h e  f o u r t h  s e s s i o n  I w r o t e  to  Dr.
just t h a t  Dr. Sa-id tha t  this may - t h a t  if we  c o u l d n ' t
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a n d  said it w o u l d  be bes t  to call off any f u r t h e r  sessions 
b e c a u s e  I couldn't see that this w a s  g e t t i n g  anywh e r e .  But then  
he w r o t e  to me and said er " Please come a l o n g  b e c a u s e  I think we 
can" so I thought pehaps he k n e w  of some c h a n g e  of d i r e c t i o n  in
the t h e r a p y  but we really c o n t i n u e d  on our p r e v i o u s  pattern.
Mmhm. So you felt, it sounds like y o u  w e r e  a bit d i s a p p o i n t e d  in 
some w a y s ?
Yes I, b e c a u s e  it seemed to me t h a t  the symptom, the only way 
t hat a p s y c h o l o g y  a p p r o a c h  could get at my  s y m p t o m  w o u l d  be m o r e 
by b e i n g  in contact w i t h  b e h a v i o u r i s t  therapy, y o u  know, slowly 
d o i n g  the things that w e r e  caus i n g  the d i s t r e s s  and m e l t i n g  t hem 
that way, as I've found to some e x t e n t  such p r a c t i s i n g  myse l f
had. But um w h e n e v e r  I m e n t i o n e d ,  w h e n  I said thin g s  like um
" Wou l d  b e h a v i o u r a l  the r a p y  h e lp?" to Dr. H he said um "I
d o n ' t  know". And I w o u l d  have thought, it seemed that, it did 
seem t hat he was a b s o l u t e l y  tied to p s y c h o t h e r a p y  as an avenue of 
p s y c h o l o g y  and wasn't p r e p a r e d  to g ive any h i n t s  or clues as to 
w h e t h e r  o t h e r  lines of p s y c h o l o g i c a l  h e l p  m i g h t  be h e l p f u l  or 
oth e r w i s e .  So that was a f r u s t r a t i o n .
Yes. Did you feel you w e r e  u n d e r s t o o d ?
Yes I t h i n k  I was p e r f e c t l y  u n d e r s t o o d .
In v e r y  g e n e r a l  terms, ho w  w o u l d  you d e s c r i b e  the q u a l i t y  of y o u r  
life now?
If those symptoms wer e  n o t  there, if the s y m p t o m s  of u n b l a n c e  
w e r e n ' t  th e r e  it would be perfect, q u i t e  happy.
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How do you see you r  f uture?
I've a v e r y  nice off e r  of the future. I've b een o f f e r e d  the post 
of A s s i s t a n t  P a r i s h  P r i e s t  bac k  in ray o w n  town of Dover. It's 
n i c e  to  p i c t u r e  t h a t ,  p e r f e c t  b a c k  in m y  o w n  e n v i r o n m e n t  y e t  
k n o w i n g  t h a t  t h e  p h y s i c a l  s y m p t o m s  c o u l d  o c c u r  - t h e  
h y p e r v e n t i l a t i o n  and the u n b a l a n c e d n e s s  - m a k e s  you k n o w  tha t  you 
c a n  be a b o u t  to  be d o i n g  s o m e t h i n g  o r  d o i n g  s o m e t h i n g  y o u ' r e  
r e a l l y  e n j o y i n g  and that leads you to a fear b e c a u s e  it can go 
ri g h t  d o w n  to the road almo s t  s t o p p i n g  you.
But t h o s e  two thngs l i fted and I've b e e n  fine.
Is there a n y t h i n g  else you w o u l d  like to say ab o u t  the e x p e r i e n c e  
of b e i n g  in p s y c h o t h e r a p y ?
I d o n ' t  think I could have, I w o u l d  h a v e  b e e n  as, I was a b l e  to 
be fr a n k  wit h  er t o t a l l y  frank in ev e r y  a s p e c t  of my c o n v e r s a t i o n
person, so the a n o n y m i t y  of it all m a d e  it v e r y  a c c e p t a b l e .  Less 
a n o n y m i t y  and I c o u l d n ' t  hav e  r e s p o n d e d  so loosely.
Mmhm. O K  fine well th a n k  you v e r y  much.
Right.
M m m .
wit h b e c a u s e  it was a s t r a n g e  area, he w a s  a s trange
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Pre-Therapy Interview -__________
C o u l d  you tell me about your life?
What, from b a b y h o o d  do you mean? Or do you m e a n  r e c e n t l y  or- 
W h e r e v e r  you w o u l d  feel you would want to start.
E r , OK. Well I w a s  b o r n  just b e f o r e  the w a r  in a No r t h  C o u n t r y  
town, steelworks and my  father was er a b a n k  manager, come from 
Leeds, both my p a r e n t s  come from ? . Y o r k s h i r e .  B r o u g h t  up
with two b r o thers d u r i n g  the War. I was the eldest. I was qu i t e 
a bright boy in my  p r i m a r y  school and er got a s c h o l a r s h i p  to a
very good school .   _ . .... er
wh i c h  was a B e n e v o l e n t  F o u n d a t i o n  w h i c h  m e a n t  my  father c o u l d  
g i v e  me a good e d u c a t i o n  a l t h o u g h  he d i d n ' t  hav e  to pay very muc 
a n d  i n d e e d  my b r o t h e r  f o l l o w e d  m e  t h e r e .  A n d  e r  I d i d  w e l l  
a c a d e m i c a l l y  at school and I was er quite good at cricket. I was 
c a p t a i n  of the s c h o o l  team and um I was Head B o y  of my house and 
t h a t  s o r t  of t h i n g  a n d  D e p u t y  H e a d  B o y  of t h e  S c h o o l .  I w a s  
g u i d e d  into s t u d y i n g  classics, G r e e k  a n d  Latin, n o t  that I c h o s e  
it, it was c h o s e n  for me, a l t h o u g h  I was a c t u a l l y  q y i t e  good at 
Pure Mathematics.
C h o s e n  by whom?
Well by the M a s t e r s .  I m ean I was s i mply t o l d  y o u  are goi n g  to 
be a Classical S i x t h  F o r m e r  and not s c i e n t i f i c  or  w h a t e v e r  it 
was. And I did, you kno w  I got 100% at 0 Level in my M a t h e m a t i c s  
w h i c h  had an i n t e l l e c t u a l  a p p e a l  for me as M a t h e m a t i c s  does for 
some people b e c a u s e  of the sort of p u r i t y  of the c o n c e p t s .  A n d
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er I w e n t  to, I g o t  a S c h o l a r s h i p  in C l a s s i c s  a n d  a S t a t e
S c h o l a r s h i p  to  ^  ..., wh i c h  was w hat I s u p p o s e  the Mast e r s
in c h a r g e  inten d e d  I should be in terms of the sort of a c a d e m i c
factory. I wen t  into the  u , w h i c h  I e n j o y e d  and I've kept a
long a s s o c i a t i o n  w i t h  the _ b e c a u s e  I l earned R u s s i a n  the r e 
a n d  I s t a y e d  o n  t h e  R e s e r v e  f o r  a l o n g  t i m e  as a R u s s i a n  
i n t e r p r e t e r  and I run a society to keep the f r i e n d s h i p  tog e t h e r
of the R u s s i a n  i n t e r p r e t e r s  I met. I w e n t  to  where I
was E d i t o r  of the U n i v e r s i t y  n e w s paper. I d i d  P h i l o s o p h y  in my 
s. last year, wh i c h  w a s n ' t  long e n o u g h  r e a l l y  and er I got into the
BBC as a general trainee, which was a h i g h l y  c o m p e t i t v e  entry and 
er I got sort of pr o m o t e d  f a i r l y  fast, f a i r l y  q u i c k l y  and the n 
g o t  r a t h e r  s t u c k .  ■_.>
; • * . m ~ > _ ,ue. sver s i n c e
o, v - • • • ■ *-•" ••-sc z : - r i " 7 .
......c 7-. /.a. ' .  „r. - r..j ' ^ \ e v ision progra-au . I
v.as : v. v '-.l i  ■n.zirvi. x r  on  ’ f o  ‘ g r i t  -  ,..g
tnme. In I got married. I've a l w a y s  lived in W e s t  L o n d o n
^ um we er found we c o u l d n ' t  have c h ildren. W e ' v e  a d o p t e d  two w h o
( .
are now, the boy's 11 the girl is 9.
Was that sad, d i f f i c u l t  for you not to have c h i l d r e n ?
Well er sad, yes, anyone likes to er p e r p e t u a t e  his own blood. Um 
but um you know in the whole of life one has to a c c e p t  the cards 
one was dealt and play the best hand. In this case we tried v e r y  
h a r d  w i t h  t h e  C h i l d r e n ' s  S o c i e t y  a n d  t h a t  c l o s e d  d o w n  a n d  w e  
t hought that was it and then a l l  of a s u d d e n  we got a c o n t a c t
with the C a t h o l i c  a g e n c y  which o u t  of the b l u e  p r o v i d e d  us w i t h
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our f i r s t  ch i l d  w i t h i n  24 ho u r s  w h i c h  was a h ell of a shock and 
the girl shortly a f t e r w a r d s  so w e ' v e  bee n  ver y  h a p p y  and r e ally 
v e r y  fortunate. We kno w  m a n y  p e o p l e  w h o  can't hav e  c h i l d r e n  who 
d o n ' t  hav e  a dopted c h i l d r e n  at all and in fact one, a l t h o u g h  I'm 
t e l l i n g  y o u  t h i s  f o r  h i s t o r y  p u r p o s e s  o n e  t e n d s  t o  f o r g e t  
t hey're adopted.
Yes, yes.
It makes no d i f f erence to the r e l a t i o n s h i p  b e t w e e n  us. I have to 
s o r t  of  o c c a s i o n a l l y  r e m i n d  m y s e l f  t h a t  er I h a v e  a d u t y  to 
re m i n d  the c h i l d r e n  that the y  are, t hat they have o t h e r  parents 
so m ethwere. I suppose t h e y ' l l  h a v e  the right to e r , well they 
w i l l  h a v e  the right to d i s c o v e r  all t hat at 18 w h e n  the papers 
which are lodged iwth the S o l i c i t o r s  will be free to them.
W h a t  age did you adopt them?
T h e y  w e r e  both small babies, six weeks. We had to go thr o u g h  the 
Court. We had a G u a r d i a n  ad  L i t e m  w h o  is r e a l l y  a S o c i a l  Work e r  
a p p o i n t e d  by a County C o u r t  a n d  t h e y  come and i n s p e c t  you and 
d i s c o v e r  w h e t h e r  you're d r u n k a r d s  or w h e t h e r  you fight w i t h  e ach 
ot h e r  and have proper o u t s i d e  t o i l e t s  a n d  all that s o r t  of thi n g  
a n d  er a r e p o r t  is given to the J u d g e  and also th e r e  is a p e riod  
d u r i n g  w h i c h  the n a t u r a l  m o t h e r  c a n  c h a n g e  h e r  m i n d  w h i c h  
o c c a s i o n a l l y  happens but f o r t u n a t e l y  not in our cas e  and er it 
w a s n ' t  a v e r y  pleasant p eriod. It w a s  kind of b e i n g  on trial 
b e c a u s e  a d o p t e d  p a r e n t s  h a v e  t o  b e  m o r e  p e r f e c t  p a r e n t s  t h a n  
natural p a r e n t s  sometimes w h o  d o n ' t  p a r t i c u l a r l y  w a n t  to h a v e  
c h i l d r e n  o r  c h i l d r e n  c o m e  a l o n g  b y  a c c i d e n t  so y o u  h a v e  to
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prove yourself. A n y w a y  I've h a d  a v e r y  happy hom e  life and um 
r e c e n t l y  w h a t  has t h r o w n  me has b e e n  a v i o l e n t  and u n f o r e s e e n  
u p s e t  in my w o r k  life w h e r e  I had a c e r t a i n  sort of e s t e e m  and 
s tatus a m o n g  coll e a g u e s  and M e m b e r s  of P a r l i a m e n t  a n d  you know 
the sort of people I m v o e  in. I a n d  four o t h e r s  w e r e  sudde n l y  
sort of h u r t l e d  out of our po s t s  under d u r e s s  - no reason was 
g iven - and forced to h b e  a t t a c h e d  to o t h e r  p r o g r a m m e s  w h i c h  we 
d i d n ' t  p a r t i c u l a r l y  want. And that had quite an e m o t i o n a l  effect 
a n d  er I m e a n  it s t i l l  h a s n ' t  f i n i s h e d  b e c a u s e  a l t h o u g h  I ' m  
e m p l o y e d  b y  t h e  B B C  I d o n ' t  h a v e  a j o b  r e a l l y .  I'm, k i n d  of 
f l o a t i n g  a r o u n d  just d o i n g  odd jobs and t h e r e ' s  an a n x i e t y  - I'm 
52 - a b o u t  w hat I do nex t  or w h a t  I do seriously. I mean I'm in 
the process of app l y i n g  for a n u m b e r  of posts now, one of which I 
hope I shall get but er t h e r e ' s  that sort of n a g g i n g  u n c e r t a i n t y  
all the t ime w h i c h  g i v e s  one a sort of p e r p e t u a l  a n x i e t y  w h i c h  
makes er you know, unless you kee p  busy if you fight it and start 
r e f l e c t i n g  and I get d e p r e s s e d .  I m ean inevitably, bec a u s e  I 
don't think I'm doing a prop e r  job and I, I've e x p l a i n e d  all this 
to the d o c t o r  at the ... but er I'm u s e d  to w hat you might call a 
high profile, m i x i n g  w i t h  M i n i s t e r s  and a p p e a r i n g  on  ra d i o  and 
t e l e v i s i o n  and all of a sudden it's like a sort of c h o p p e r  comi n g  
d o w n .
M m m .
The y  o r i g i n a l l y  w a n t e d  me  to go and t each er or t r a i n  an e t h n i c  
m i n o r i t y  r e p o r t e r s '  c o u r s e  b u t  a) I d i d n ' t  w a n t  t o  go  i n t o  
train i n g  b e c a u s e  I t h o u g h t  t hat was a g h e t t o  from w h i c h  p e o p l e
(GEORGE) Appendix 3
Transcripts of before and after interviews
never return, um  and b) there w a s  a c o n t r adiction, if they s aid 
w e l l  y o u ' r e  not g o o d  enough to be a r e p o r t e r  any long e r  but we 
w an t  you to be the model to tell oth e r  p e o p l e  how to do  it the n 
ther seems to be c o n s i d e r a b l e  c o n t r a d i c t i o n .  So er I h u s s l e d  a 
b i t  a n d  t o o k  l o t s  of  p e o p l e  o u t  to l u n c h  a n d  t r i e d  to  f i n d  a 
b e t t e r  slot and I fo u n d  a bett e r  slot w h i c h  at least I'm with a 
p r o g r a m m e  w h e r e  I'm um c o n t i n u i n g  to b r o a d c a s t  and c o n t i n u i n g  to 
d o  p o l i t i c s  a n d  d o  a lot of p o l i t i c a l  r e l a t e d  j o b s  l i k e  um 
w r i t i n g  and p r e p a r i n g  and v o i c i n g  p o l i t i c a l  o b i t u a r i e s  on a lot 
of p o l i t i c i a n s  * * * 1 of t. . lac.es c el- cc i c n s
• v. * ‘... ::bv*ut tc cover the b y - e i e o t i o r  and I'm g e t t i n g  01.
1 , a i r  a l o t  u m  b u t  I d o n ' t  t h i n k  m y  f u t u r e  c a n  lie as a 
broad c a s t e r ,  w h i c h  is what I like and k n o w  and love b e c a u s e  the 
people in c h a r g e  d o n ' t  want me  the r e  for u n s t a t e d  reasons. I 
t h i n k  j u s t  f o r  t h e  r e a s o n  o f  a g e i s m  r e a l l y ,  t h e y  j u s t  w a n t  
youn g e r  people. So I'm having to try and find e m p l o y m e n t  r e a l l y
as a M a n a g e r  a n d  my pro b l e m  is that I've got no e x p e r i e n c e  of
m a n a g e m e n t .  As a c o r r e s p o n d e n t  I ' v e  l i v e d  b y  my w i t s .  I ' v e  
never even had a secretary, I've been a b r o a d c a s t e r .  So it's bee n  
a c o n s i d e r a b l e  u p s e t  and that has er to my s u r prise I m e a n  I 
c o n t r o l l e d  my a n g e r  but felt b i t t e r  and f r u s t r a t e d  and g e n e r a l l y  
upset but t r ying not to let it spill out into d a i l y  life a l t h o u g h  
my wife says I was er fairly u n p l e a s a n t  to live with, and I found
it had a p h y s i c a l  c o n s e q u e n c e  w h i c h  w e r e  these c u r i o u s  thin g s
which I've never e x p e r i e n c e d  b e f o r e  b e c a u s e  I've always b een v e r y  
fit. I c a l l e d  it a stress attack, some p e o p l e  call it a pa n i c  
attack, I d o n ' t  know w h a t  it is but I m e a n  w h e n  I first had it I 
thought it was a heart attack b e c a u s e  it was in the m i d d l e  of the
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r u s h  h o u r  d r i v i n g  h o m e  a n d  I s u d d e n l y  g o t  t h e s e  p a i n s  a n d  
s h o r t a g e  of b reaths and you know tingl i n g  in the f ingers and legs 
and f u n n y  sort of t i g h t n e s s  a c r o s s  the chest and I w a s  e x t r e m e l y  
a l a r m e d .  I t  t o o k  a b o u t  t h r e e  o r  f o u r  h o u r s  t o  r e c o v e r .  
F o r t u n a t e l y  it was near a hospital and I drove s t r a i g h t  into the 
O u t p a t i e n t s  a n d  a f t e r  t a k i n g  t w o  w e e k s  o f f  I, o b v i o u s l y  I 
c o n s u l t e d  a d o c t o r  and the d o c t o r  at the W est M i d d l e s e x  was v e r y 
s y m p a t h e t i c  and I d i s c o v e r e d  in fact that th e s e  are m o r e  c o m m o n  
than I'd t hought they w e r e  and t h e r e ' s  a n ame to t h e m  and um I 
d i s c o v e r e d  t h e  p h r a s e  h y p e r - v e n t i l a t i o n  a n d  a l l  t h e  s o r t  of 
t h i n g s  w h i c h  a r e  c o m m o n p l a c e  to  d o c t o r s  b u t  n o t  t o  me  h a v i n g  
r e a l l y  never been in h o s pital in my life. A n d  I t h o u g h t  that 
r e ally that was just a one off and then s u b s e q u e n t l y  er I had two 
s e p a r a t e  attacks, one in S c o t l a n d  on holiay. I too k  the family 
s kiing and I got v e r y  an g r y  w i t h  a hotel, w h i c h  was c o m p l e t l e y  
i n c o m p e t e n t  and cold. Er and I found I got an g r y  and then all of 
a sudden I got one of these attacks again, again out of the blue?
Did you a c t u a l l y  get angry or did you just feel anger and not let 
it-
W e l l  b o t h ,  I m e a n  w e  a r r i v e d  in t h e  h o t e l  w h e r e  w e ' d  s t a y e d  
b e fore and the roof was leaking and the r a d i a t o r s  w e r e  cold and 
there was no fire in the bar and the staff w ere m i s e r a b l e  and the 
food was h o r r i b l e  and I mean they w e r e  just a b s o l u t e l y  u seless 
a n d  er  I w a s  f u r i o u s .  A n d  I m o v e d  o u t  n e x t  m o r n i n g  b u t  t h e  
p a r t i c u l a r  e vening when this h a p p e n e d  I mean I just s u d d e n l y  had 
to go and lie d own for three hours. A n d  I w e n t  to see the local
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doctor in a S c o t l a n d  a n d  told him w hat I h a d  previously
been p r e s c r i b e d  and he p r e s c r i b e d  the same thing and I've learned 
a bit of t e c h n i q u e  for breathing, e i ther into o n e ' s  h a n d  or into 
a bag to i n c r e a s e  c a rbon d i o x i d e  wh i c h  I mean I d o n ' t  u n d e rstand  
the physics of it but it s e emed to work. A n d  t h e n  I had another 
once, I wen t  o n  a m a n a g e m e n t  c o u r s e  in F e b r u a r y  a n d  we did some 
outdoor e x e r c i s e s  wh i c h  w e r e  sort of leadership, o u t w a r d  bound 
kind of things and urn we did one e x e r c i s e  on a very, v e r y  cold day 
w h i c h  w a s  in a b l i z z a r d  w h i c h  i n v o l v e d  c r o s s i n g  a g o r g e  w i t h  
r o p e s  a n d  t h e r e  w a s  a l o t  of s o r t  of t e n s i o n  o f  s t r e s s  and 
anxiety about w h e t h e r  we'd get a c r o s s  or not and a l s o  pe o p l e  were 
e x t r e m e l y  c o l d  as w e l l  a n d  t h e r e  w a s  a s o r t  of  p r e s s u r e  on 
everybody. I m e a n  we didn ' t  a c t u a l l y  achi e v e  it b u t  a n y w a y  I 
quite e n j o y e d  the process b e c a u s e  my p a r t i c u l a r  r o l e  in the 
e x e r c i s e  h a d  c o m e  o u t  w e l l  a n d  t h e n  in t h e  u m  s o r t  o f  t r u c k  
going b ack w h e r e  in fact we w e r e  snowed in and c o u l d n ' t  get back 
to our base a n d  had to stay s o m e w h e r e  else for the n i g h t  all of a 
sudden these s y m p t o m s  r e a p p e a r e d  and it was s l i g h t l y  e m b a r r a s s i n g  
sitting in the b a c k  of a tr u c k  a n d  sort of you k n o w  b r e a t h i n g  
like a grampus and going white in the face and t r e m b l i n g  and so on 
and of cour s e  n o b o d y  else u n d e r s t o o d  w h a t  was g o i n g  on a n d  I had 
to be taken to h o s p i t a l  in De r b y s h i r e .  And a g a i n  it t o o k  about 
tw o  h o u r s  to r e c o v e r .  C u r i o u s l y  t h e r e  t h e  d o c t o r  w a s  r a t h e r  
angry with me b e c a u s e  she said w h y  d i d n ' t  you u s e  t h e  tech n i q u e s  
which y o u ' v e  b e e n  taug h t  and w h y  have you b o t h e r e d  me a n d  that 
sort of thing, I mean very aggres s i v e ,  which s u r p r i s e d  me. And I 
suppose b e c a u s e  I h a dn't r e a l i s e d  the s e r i o u s n e s s  of the o n s e t  or 
I hadn't r e a l l y  a p p r e c i a t e d  the point at w h i c h  I s h o u l d  start
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u s i n g  t h e  b r e a t h i n g  techniques. So at leat I now k n o w  to start
it at a n  early stage but I am n o w  c o n c e r n e d  tha t  if I have any
m a n a g e m e n t  job I w o n ' t  be a ble to cope w i t h  any stress at all 
b e c a u s e  of the u n r p e d i c t a b i l i t y  of the e m e r g e n c e  of these symptoms 
w hi c h  er I've just no idea, you know, w h e t h e r  t h e y ' r e  g oing to 
h a p p e n  in the next five m i n u t e s  or t o m o r r o w  or w h a t e v e r  it is. 
I've l e a r n t  not to be a l a r m e d  by  them b u t  t h e y  do k n o c k  me over 
for two or  three hours and if a n y b o d y  else is in the vi c i n i t y  
they g e t  e x tremely u p s e t  and w o r r i e d  ab o u t  me. At he m o m e n t  I'm
t a k i m g  a pill c a lled M o t i v a l  w h i c h  is a p a r t  c a l m e r  d o w n  part
a n t i - d e p r e s s a n t ,  I d o n ' t  know, I d o n ' t  feel d e p r e s s e d  b u t  I feel 
tense a n d  it does seem to have some effect. I m ean on the whole I 
take t h e m  on days w h e n  I think I'm g o i n g  to be  u n d e r  stress and 
I do n ' t  take them at w e e k e n d s  w h e n  I think I'm not b e c a u e  I don't 
like b e i n g  d r u g - d e p e n d e n t  at all. And o b v i o u s l y  t h e s e  physical 
a t t a c k s  are c o n n e c t e d  in some w a y  w i t h  my e m o t i o n a l  st a t e  and er 
in t a l k i n g  to Dr B o w e n  the e m o t i o n a l  state m a y  w e l l  be c o n n e c t e d  
w ith y o u  k now the w h o l e  of my e m o t i o n a l  d e v e l o p m e n t  d u r i n g  my 
life w h i c h ,  I mean I do n ' t  fu l l y  u n d e r s t a n d  t h a t  r e l a t i o n s h i p  but 
I'm w i l l i n g  to give it a go and see w h e r e  we get to.
Mm. W o u l d  you now tell me a bit abo u t  your r e l a t i o n s h i p s .  I mean 
y ou m e n t i o n e d  your m a r r i a g e  in p a s s i n g  and, y o u r  m a r r i a g e  and 
other r e l a t i o n s h i p s  in your life. What have t h e y  b een like?
Well I t h i n k  I've had er - w e l l  I find the q u e s t i o n s  very open- 
e n d e d  b u t  er I h a d  I h o p e  v e r y  g o o d  r e l a t i o n s h i p s  w i t h  my 
parents, w h o  I am v e r y  fond of. My m o t h e r  is s t i l l a l i v e ,  I see
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her a lot, w e ' r e  q u i t e  a close family. We see my t w o  b r others, 
w e  m o v e  a r o u n d ,  I ' m  g o i n g  o f f  t h i s  w e e k e n d  to  my b r o t h e r - i n -  
law's, I see my w i f e ' s  b r o t h e r  a n d  sister and their families, we 
are very much a f a mily that mixes w i t h n  the family. I've got two 
b r o t h e r s  er w h o  are very d i f f e r e n t  but w h o m  I like urn as w e l l  as 
b e i n g  b r o t h e r  to and we see e a c h  ot h e r  and o c c a s i o n a l l y  go on 
h ol i d a y  at E a s t e r  and W h i t  and so on to each o t h e r ' s  houses. Er 
I have a h a p p y  m a r r i a g e  ...stay m a r r i e d  to the same w o m a n  for as 
long as I'm alive and all that.
Co u l d  y o u  tell me a bit m o r e  b u t  it, I m e a n  a m a r r i a g e  is a v e r y  
rich e x p e r i e n c e  -
Well I t h i n k  y o u ' l l  have to be m o r e  s p e cific ab o u t  w h a t  you w a n t  
to know a b o u t  it.
Well I mean, you must have had y o u r  ups a n d  d o w n s  one w a y  or the 
other, a g r e e m e n t s ,  d i s a g r e e m e n t s .  Do you e n j o y  ... and g e n e r a l 
ideas like that.
Well I t h i n k  we b o t h  have the same sen s e  of humour, w e ' r e  bot h  
i n t e r e s t e d  in the same sort of thing, we b o t h  w o r k  for the BBC. 
R o s e m a r y  w o r k s  p a r t  t i m e ,  I w o r k  f u l l  t i m e .  Urn I t h i n k  
o c c a s i o n a l l y  we get s h o r t - t e m p e r e d  but um we d o n ' t  hit eac h  o t h e r  
and u s u a l l y  f i nish up in the same bed at the end of the day.
What a b o u t  your sex life?
W e l l  I d o n ' t  r e g a r d  t h a t  as a n y  p r o b l e m .  I m e a n  i t ' s  v e r y  
d i f f i c u l t  to k now what the norm is, I've a l w a y s  b e e n  f a i t h f u l l  
and er my w i f e  has and I d o n ' t  t h i n k  it's a m a t t e r  w h i c h  e r , I
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d o n ' t  kn o w ,  y o u ' d  h a v e  to a s k  h e r .  I m e a n  I ' m  p e r f e c t l y  
s a t i s f i e d  with it. I hop e  she is. ... the sort of thing o n e  
talks ab o u t  it a great deal. I s u p p o s e  you c o u l d  d e s c r i b e  it as 
int e r m i t t e n t .  Er, it's not a m a t t e r  of um, wel l  sex life is a 
m a t t e r  of a f f e c t i o n  as w e l l  as um sex and I t h i n k  t h e r e ' s  quite a 
lot of affection.
i n c r e a s i n g  on you?
Y e s ,  w e l l  my  w i f e  s a y s  t h a t  I w a s  m u c h  m o r e  i r r i t a b l e  a n d  
d i f f i c u l t  to s p e a k  t o  a n d  s n a p p y  a n d  I h a v e  a t e n d e n c y  to be 
s h o r t - t e m p e r e d .  I mean I think she's very u n d e r s t a n d i n g .  I think 
she makes a l l o w a n c e s  for the fact that I'm u n d e r  a s t r a i n  w h i c h  
she u n d e r s t a n d s  and she hers e l f  is a P e r s o n n e l  O f f i c e r  h a v i n g  to 
d e a l  wit h  people h e r s e l f  who have v a r i o u s  p e r s o n a l  d i f f i c u l t i e s .
I mean she's a lot m ore u n d e r s t a n d i n g  of me t h a n  I am of her. I 
t h i n k  I'm more u p t i g h t  emoti o n a l l y ,  she's m o r e  extravert, she's 
mo r e  gregarious, she is more sort of p a r t y - g o i n g  t h a n  I am. I 
m e a n  I'm happy with f r i e n d s  but I don't a w f u l l y  like go i n g  to 
p a r t i e s  a n d  d a n c e s  a n d  h a v i n g  to m a k e  s o c i a l  c h i t  c h a t  w i t h  
s t r a n g e r s  but that's just the sort of p e rson I am. A n d  I'm not one 
for p r e t e n d i n g  what I'm not. I mean if she says you k n o w  t here's  
a b a r n  d a n c e  at t h e  s c h o o l  I s a y  w e l l  I ' m  n o t  g i n g  y o u  k n o w  
be c a u s e  I just don't like them and I'm not h a p p y  in that sort of 
social milieu.
M m m . Do you have other cl o s e  f riends other t h a n  f a m i l y  in you r  
life?
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Yes I have a number. A c t u a l l y  one of my best f r i e n d s  ... from 
s c h o o l  is a p s y c h i a t r i s t .  H e a d  o f  a p s y c h i a t r i c  h o s p i t a l  in 
O x f o r d  w h o m  I've k n o w n  since the age of 11 and I've a v e r y  good 
f r e i n d  w h o ' s  a s o l i c i t o r .  I ' v e  g o t  a l o t  o f  v e r y  g o o d  
a c q u a i n t a n c e s  r a t h e r  t h a n  f r i e n d s  w h o  I p l a y  c r i c k e t  w i t h  on  
S u n d a y s .  I ' v e  g o t  g o o d  f r i e n d s  f r o m t  t h e  N a v y  w h o  I see. I 
o r g a n i s e  various s o c i a l  f u n c t i o n s  like dinn e r s  and p a r t i e s  and 
things to see them. Very much sort of men's men if y o u  k n o w  what 
I mean. People I've been in i n s t i t u t i o n s  wit h  like t h e  Navy, the 
U n i v e r s i t y  a n d  I ' v e  b e e n  C h a i r m a n  of a lot of  t h i n g s .  T’-i*il 
r e c e n t l y  whe.i I was in th e  C o m m c n s  ___ ______
—  w.*. ^  j- L i l C  i i u u o c .  O  U 1 A U  —  . . -----
 ui.uj.ay , d i n i n g  c l u b  at t h e  C l u b  to um
e n t e r t a i n  various sort of b i g w i g s  to give speeches. I m e a n  I'm 
quite used to s t a n d i n g  up  and m a k i n g  speeches and t h i n g s  like 
that. And er so I've got a w i d e  r a n g e  of w h a t  you m i g h t  call 
ac q u a i n t a n c e s  and of c o u r s e  one has c o l l eagues at w o r k  but I mean 
I d i s t i n g u i s h  b e t w e e n  them and friends, that is p e o p l e  w i t h  whom 
one can speak i n t i m a t e l y  ab o u t  one ' s  vari o u s  f r i ends, v a r i o u s  
problems. I've got one or two f r o m  w o r k  whom I've w o r k e d  with a 
long time who I like and trust er you know with some of w h o m  I've 
shared the sort of e x p e r i e n c e s  I've been t h r o u g h  r e c e n t l y .  I 
m e a n  o n e  of t h e  i n t e r e s t i n g  t h i n g s  to me  is t h a t  e r  h a v i n g  
v e n t u r e d  to tell them, b e c a u s e  o n e  is c areful about t a l k i n g  about 
this sort of th i n g  to p e o p l e  b e c a u s e  a n y t h i n g  a s s o c i a t e d  w i t h
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p s y c h i a t r y  or m e n t a l  h e a l t h  p e o p l e  sort of h a v e  funny not i o n s 
about, b u t  at least two c o l l e a g u e s  h a v e  told me  that they have 
s u f f e r e d  p r e c i s e l y  the same s y m p t o m s  from, in one c ase stress 
r e s u l t i n g  from a m a r r i a g e  wh i c h  was b r e a k i n g  up  w h e r e  the guy 
s o r t  o f  f e l l  d o w n  a n d  h a d  a b l a c k o u t  a n d  s c a r p e r e d  o f f  to 
hospital, and other case of a lea d i n g  c o r r e s p o n d e n t  in t e l e v i s i o n  
who he h a d  e x a c t l y  the same t h i n g  a n d  ta k e n  t h r e e  weeks off but 
a g a i n  h e  k e p t  h i s  s e c r e t  a n d  d i d n ' t  v o l u n t e e r  it  u n t i l  
I v o l u n t e e r e d  that I m y s e l f  had h a d  this sort of curious thing. 
A n d  t h e n  a l l  of a s u d d e n  y o u  f i n d  t h a t  t h e r e  a r e  a l o t  of 
c o l l e a g u e s  sharing the same kind of stresses, b e c a u s e  my job was 
very s t r e s s f u l  er and I was very m u c h  subj e c t  to events. I w o u l d  
get rung up in the m i d d l e  of the ni g h t  by a n e w s r o o m  and had to go 
out at all times, jump o n t o  a e r o p l a n e s  and was c o n s t a n t l y  m e e t i n g  
d e a d l i n e s  a n d  h a v i n g  t o  m a k e  y o u  k n o w  s u c h  a n d  s u c h  a n e w s  
b u l l e t i n  or such and such a p r o g r a m m e .  But I m e a n  that b e c a m e 
p a r t  of  o n e ' s  l i f e  a n d  er it w a s  s o m e t h i n g  y o u  a c c e p t e d  a n d  
c e r t a i n l y  I was able to cope with. N o w  I'm u n s u r e  w h e t h e r  I can 
cope w i t h  it b e c a u s e  I w o n ' t  say I am  f e a r f u l  but I am sort of 
slightly a p p r e h e n s i v e  that all of a s u d d e n  s o m e t h i n g  will snap.
Well y o u ' v e  told me a bit about y o u r  d i f f i c u l t i e s .  W o u l d  you 
now tell me a bit ab o u t  how up till now y o u ' v e  tried to cope w ith 
these? H a v e  you done a n y t h i n g  in p a r t i c u l a r ?
Well one of the, I m e a n  o b v i o u s l y  I'v e  t a l k e d  to my d o c t o r  at 
some length, who is a m a n  I like a n d  trust. Er and on  the w h o l e  
I ' v e  t a k e n  t h e s e  M o t i v a l  p i l l s  a n d  I t a k e  a t h i n g  c a l l e d  
Poseidon, wh i c h  does p r e c i s e l y  wha t  it is i n t e n d e d  to do w h i c h  is
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g i v e  me s o r t  of s l i g h t l y  d e e p e r  s l e e p  at n i g h t .  I f i n d  if I 
d o n ' t  t a k e  t h e m  I do  s o r t  of t o s s  a n d  t u r n  a n d  h a v e  r a t h e r  
s h a l l o w  s l e e p  and dreams and a n x i e t y  d r e a m s  a n d  t h i n g s  like tha t  
a l t h o u g h  I c o u l d ' t  tell you any d e t a i l s  b e c a u s e  I d o n ' t  w r i t e  
the m  d o w n  but er they do have t hat effect. H o w  I co p e d  w i t h  
it? Well I've taken life s l i ghtly easier. I m e a n  I've been v e r y  
muc h  er um a d i l i g e n t  w o r k e r  all t h r o u g h  my life. I've sort of 
ta k e n  w o r k  s e r i o u s l y  b e c a u s e  I've b e e n  i n t e r e s t e d  in po l i t i c s  
but now I say well what the hell, I ' v e  given them a hell of a lot 
of my life and um been t r e a t e d  w i t h  r a n k  i n g r a t i t u d e  so I d o n ' t  
see w h y  I s h ould sweat. So I m e a n  t h at's one a s p e c t  of how I've 
r e a c t e d  and I've er w o r k e d  less hard and in m a n y  cases, I mea n  a 
lot of p e o p l e  only w ork a three or four day week. In some cases 
I've ta k e n  a fifth day off, t h a t ' s  o n e  thing. Um I w ish I co u l d  
say, I m e a n  it w o u l d  be an o b v i o u s  t h i n g  to say that I've tr i e d  
to void s i t u a t i o n s  w h i c h  enta i l  s t r e s s  but I haven't. I mea n  
I've just g o n e  on d o i n g  the sort of w o r k  that I do  but it hap p e n s  
that b e c a u s e  I've been taken out of the front line so to sp e a k  
and I'm m o r e  in the tail and in the t r e n c h e s  that I d o n ' t  do the 
same sort of jobs with the same sort of stresses. I haven't b e e n  
in the sort of s i t u a t i o n  w h e r e  I've f e l t  that a sort of stress  
a t t a c h  w a s  c o m i n g  o n  b e c a u s e  t h e y  a r e  b y  t h e i r  n a t u r e  
u n p r e d i c t a b l e  so I hav e n ' t  taken a n y  p r e c a u t i o n a r y  things like 
if I was in the sort of s i t u a t i o n  w h e r e  I felt one c o ming on 
wh e r e  I sort of pulled out of w hat I w a s  doing. Wel l  I can't say 
that b e c a u s e  that hasn't arisen. Er in each s u b s e q u e n t  case, 
in the p a s t  two cases t h e y ' v e  t a k e n  me c o m p l e t e l y  by surprise.
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W h e n  t h e  t h i r d  o n e  h a p p e n e d  I w a s  on  t h i s  c o u r s e .  I m e a n  I 
s e r i o u s l y  w o n d e r e d  whet h e r  I s h o u l d  go on w i t h  this m a n a g e m e n t  
c o u r s e  I was on and I came back to Lond o n  from the M i d l a n d s  w h e r e  
I was and again I c o n s u l t e d  my d o c t o r  and t ook his a d v i c e  as to 
w h e t h e r  I should pull out. I mea n  I w a n t e d  very much to c o n tinue 
this m a n a g e m e n t  c o u r s e  because it was a sort of s c a l p  to put on 
my b e l t  and was a g o o d  q u a l i f i c a t i o n  w hen a p p l y i n g  for further 
jobs w h e n  they w o u l d  say well, w h a t  e x p e r i e n c e  hav e  you got at 
m a n a g e m e n t ,  a n d  I w o u l d  s a y  w e l l  I ' v e  c o m p l e t e d  a c o u r s e  at 
C r a n f i e l d  School of Management. So you k n o w  I 've t a k e n  m e d i c a l  
a d v i c e  all alo n g  but I h a v e n ' t  d e l i b e r a t e l y  a v o i d e d  s t ressful  
s i tuations. I t h i n k  the truth is that b e c a u s e  I've b e e n  p u lled 
out I've just not had to face as man y  stres s f u l  si t u a t i o n s .
Yes. H o w  w a s  t h e  d e c i s i o n  m a d e  t h a t  y o u  s h o u l d  c o m e  i n t o  
t h e r a p y ?
Um, w e l l  t h r o u g h  my  d o c t o r  r e a l l y .  F r o m  t h e  f i r s t  t i m e  he 
p r e s c r i b e d  these pills er there was a gap of a b o u t  6 months, and 
then w h e n  I came off this c o u r s e  to see him in F e b r u a r y / M a r c h  um 
I said I was sort of d i s t r e s s e d  that it h a d  r e - e m e r g e d  and he 
said w e l l  it may be c o n n e c t e d  your kind of er I d o n ' t  know w h a t  
the w o r d  is - it was clear that the y  w e r e  p s y c h o s o m a t i c  and er 
came from s o m e t h i n g  d e e p e r  t h a n  s o m e t h i n g  just p h y s i c a l  and he 
said h o w  would you like to um go to the C a s s e l  H o s p i t a l ,  w h i c h  
I'd never heard of, w hich um tries to treat p r o b l e m  w i t h o u t  drugs 
and I said um yes fair e n ough b e c a u s e  I r e c o g n i s e  t h a t  is the 
nature of the problem. It is s o m e t h i n g  d eep w i t h i n  me and w i t h i n  
my m a k e u p  and in the way I've b e e n  b r o u g h t  up and in my g e n e r a l
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e m o t i o n a l  a t t i t u d e  t o w a r d s  life er that s o m e t h i n g  has broken. 
S o m e t h i n g  has snapped, the body has said um you k n o w  I can't cope 
w i t h  that level of w h a t e v e r  the w ord is, angst, emotion, stress,
I don't now how to d e s c r i b e  it. Um and t h e n  w h e n  I wen t  to er
see Dr. B o w e n  for an initial chat she too k  s o m e  h i s t o r y  but then
o f f e r e d  me a seri e s  of options. One was g r o u p  therapy, one was a 
series of 12 um p s y c h i a t r i c  sessions w i t h  h e r  on the National 
Health Service, the t h i r d  was a long ter m  t h i n g  and a fourth was 
um s o m e t h i n g  I d o n ' t  aga i n  know quite w h a t  w o r d s  to use, a sort 
of l o g i c a l  t r e a t m e n t  w h i c h  is s o m e t h i n g  t o  d o  w i t h  b r e a t h i n g  
e x e r c i s e s  with a m a n  c a l l e d  N i x o n  is he c a l l e d ?
■wiv/..-.- *.•». ~ •_ -i:. A n d  I w e n t  a w a y  a n d  t h o u g h t  a b o u t  it a n d  I
o b v i o u s l y  d i s c u s e d  it w i t h  my p s y c h i a t r i s t  f r i e n d  to t r y  a n d  
u n d e r s t a n d  all t h e  i m p l i c a t i o n s  a n d  he r e a l l y  c o n f i r m e d  my 
initial i n c l i n a t i o n  that, and this is w h a t  I t o l d  Dr Bowen, that 
I t h o u g h t  the f i r s t  m o s t  i m p o r t a n t  thing was the p s y c h o l o g i c a l
thing that I s h o u l d  go to ________ _ ___  ( i n c i d e n t a l l y  I have n ' t
heard from them) er and try and learn um p s y c h o l o g i c a l l y  is the
word I suppose, how to cope with any attacks. A n d  b e c a u s e  I don't 
know a n y t h i n g  a b o u t  it I don't know w h e t h e r  it's b r e a t h i n g  or 
w h e t h e r  it's more d i s c i p l i n e s  or tec h n i q u e s  or techniques, but 
a n yway t hat I le a r n  t e c h n i q u e s  so that if it r e o c c u r s  I've b een 
trained to h a ndle it r a t h e r  than just b l o w i n g  into a paper bag.
So that was the f i r s t  th i n g  and the s e c o n d  t h i n g  was I though
well, I'll do a series of 12 sessions with her.
So you will be go i n g  to the as w e l l ?
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I hope so but she said she w o u l d  w r i t e  to t h e m  b u t  I mean t here  
has j ust been c o m p l e t e  sil e n c e  ... um  I'm ab o u t  to have a series 
of se s s i o n s  and see if the focus, is her word, the focus w o u l d  be 
to try and u n d e r s t a n d  w h e t h e r  or what it is in me that gives rise 
to it. If she, e i t h e r  b e c a u s e  of her p e r c e p t i o n  of me after 
t a l k i n g  to me for a long time or t h r o u g h  me c o m i n g  to u n d e r s t a n d  
t h r o u g h  t a l k i n g  a b o u t  it, e r  a b o u t  m y  o w n  b a c k g r o u n d ,  
i n h i b i t i o n s ;  r e l a t i o n s h i p s ,  whatever. I m ean I'm go i n g  into it 
c o m p l e t e l y  in the dark. I've never b een t h r o u g h  this sort of 
thi n g  b e f o r e  and I've just no idea w h e t h e r  it w i l l  be s u c c e s s f u l  
or a w a s t e  of time or whatever.
W a s  t h e  d i a g n o s t i c  i n t e r v i e w  y o u  h a d  w i t h  Q . w h a t  y o u  
e x p e c t e d ?
Um, well I d i dn't k n o w  w h a t  to expect. Er so I d i d n ' t  go with 
any expecta t i o n s .  I felt er she got qu i t e  dee p  into thin g s  wh i c h  
u m  y o u  k n o w  w e r e  q u i t e  h a r d  to s a y  a n d  w h i c h  r o u s e d  e m o t i o n s  
w i t h i n  me as I said the m  and she got in there p r e t t y  ea r l y  er I
thou g h t  it was g o i n g  to be a p r e l i m i n a r y  i n t e r v i e w  but she wen t
s t r a i g h t  f o r  t h e  j u g u l a r  p r e t t y  q u i c k  ( l a u g h i n g ) .  U m  b u t  I 
d i dn't mind that, I mea n  I r e c o g n i s e  that some t h i n g s  are going 
to be v e r y  painful. Um but I mea n  I t h i n k  t hat is part of the 
process of learning.
M m m . S ince the i n t e r v i e w  do you w i s h  you had t a l k e d  ab o u t  any
o th e r  t h ings as well as w h a t  you t a l k e d  about?
No, er I p u t  m y s e l f  in h e r  h a n d s .  S h e ' s  a p r o f e s s i o n a l ,  s h e  
knows w h a t  she's doing.
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D i d  you feel u n d e r s t o o d ?
Yes, I felt that she was a v e r y  g o o d  l i s t e n e r  b e c a u s e  I m e a n  very 
o f t e n  I'm a n s w e r i n g  q u e s t i o n s  a n d  I d o n ' t  have the first idea of
w h y  she's asking them and s o m e t i m e s  I'm i n t e r e s t e d  to say well why
d o  y o u  a s k  t h a t ?  B u t  o n  t h e  w h o l e  I t h i n k  if s h e  k n o w s  w h a t  
s h e ' s  d o i n g  a n d  s h e ' s  o b v i o u s l y  d o n e  it w i t h  a l o t  of o t h e r  
people, then er I s i mply t r y  to be as t r u t h f u l  as I can in the
h o p e  that she can sort of p e r c e i v e  things w h i c h  I can't.
M m m ,  M m m .  N o w  t h a t  y o u  h a v e  g o t  t h i s  far, w h a t  a r e  y o u r  
e x p e c t a t i o n s  of therapy?
I do n ' t  have any, I do n ' t  have any. I am h o p e f u l  I have hopes but 
not expectations, put in that way.
Mmm what are the hopes?
Wel l  I hope that um it gives me a g r e a t e r  u n d e r s t a n d i n g  of myself 
and it allo w s  me to be um  less a n x i o u s  and that it a v o i d s  the 
o u t b r e a k s  of these sort of panic s t r e s s  a t t a c k s  or w h a t e v e r  it is 
I get b e c a u s e  to tell you the tr u t h  I d o n ' t  r e a l l y  u n d e r s t a n d  w h e y 
they happ e n  or w h e n  t hey're g o i n g  to happen. Um -
A r e  there any e x t e r n a l  c i r c u m s t a n c e s  tha t  you see as h e l p i n g  or 
h i n d e r i n g  your a t t empts to dea l  w i t h  y o u r  d i f f i c u l t i e s  b e t t e r  in 
the future?
I do n ' t  u n d e r s t a n d  the quest i o n .
Do y o u  see that any of your e x t e r n a l  c i r c u m s t a n c e s  -
SSSSSSEi-— *“
What does that mean?
Y o u  k n o w  y o u r  job, y o u r  m a r r i a g e ,  y o u r  w i f e  s i t u a t i o n ,  y o u r  
finan c i a l  situation, it could be a n y t h i n g .  A n y t h i n g  in your life 
a p a r t  f r o m  y o u r  a t t e m p t s  t o  d e a l  w i t h  t h e m  c o u l d  s o m e h o w
influ e n c e  in a good way or in a b a d  way.
N o  I d o n ' t  t h i n k  so, I d o n ' t  t h i n k  so. I m e a n  I ' m  s t a r t i n g  
a c t u a l l y  next Tuesday, I mean it's hard to make time, as a m a t t e r  
of fact I'm due to see her at 9.20 nex t  T u e s d a y  a n d  I'm s u p p o s e d  
to be c o v e r i n g  a by-election. I m e a n  I have to ask m y s e l f  c a n  I 
d u c k  o u t  of my  w o r k  a n d  n o t  t e l l  m y  b o s s e s  t h a t  I ' m  s e e i n g  a
p s y c h i a t r i s t  at the hospital, w h i c h  is a th i n g  I'm not g o i n g  to
t e l l  t h e m ,  or do I c o v e r  t h e  b y - e l e c t i o n ?  W e l l  I ' m  a c t u a l l y  
going to go and see her and c o v e r  up.
S u r e .
That ' s  an external circums t a n c e .  But I t h i n k  it's i m p o r t a n t  that 
I do s e e  h e r  a n d  d o  go t h r o u g h .  S o  I h a v e  to, w e l l  n o t  t e l l  
lies, but I have to d issimulate.
So your job is really s o m e t h i n g  t h a t ' s  h i n d e r i n g  you r  a t t e m p t s  to 
deal w i t h  it in this way -
Well b e c a u s e  I lead an u n p r e d i c t a b l e  life as all r e p o r t e r s  do.
you never know what y o u're g o i n g  to do, w h e r e  y o u ' r e  g o i n g  to be 
sent. Er I could be a b r o a d  y o u  know. As it h a p p e n s  I've s pent 
three days in South London on o n e  r e p o r t  and I've come b a c k  and I 
f i n d  t h a t  t h e y ' r e  e x p e c t i n g  m e  to  s p e n d  M o n d a y ,  T u e s d a y ,
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W e d n e s d a y  in ... ... I in S o u t h  London. Well, I mea n  that is an
i n h i b i t i o n  but I don't, I mea n  my w i f e  is s u p p o r t i v e  and frankly 
I d o n ' t  tell anyone else tha t  I'm going.
A r e  there, I mean y o u  a l r e a d y  m e n t i o n e d  that you feel u nhappy  
a b o u t  y o u r  w o r k  s i t u a t i o n  - b u t  a p a r t  f r o m  t h a t  or you k n o w ,  
i n c l u d i n g  that, are there any other e x p t e r n a l  c i r c u m s t a n c e s  that 
you w o u l d  w a n t  to chan g e ?
Well, it's the word e x t e r n a l  that I -
External, I t hink when we t alk about e x t e r n a l  we  mea n  the internal 
one is our inner life, e x t e r n a l  is the things out in the w o r l d  
which, you know, your job, your r e l a t i o n s h i p s  -
Yes, w e l l  no, no. I m e a n  w h a t  would make me h a p p y  is that if I 
hve a proper job to do for w h i c h  I'm r e c o g n i s e d  as in post on the 
s t a f f  a n d  d o i n g  it a n d  l e t  me g e t  o n  w i t h  it, t h a t ' s  w h a t ' s  
g o i n g  to make me happy.
feel you can do a n y t h i n g  else, a n y t h i n g  about this job s i t u a t i o n  
that you w o u l d  want to c h a n g e ?
W e l l  I ' v e  d o n e  as m u c h  as I can. I m e a n  I ' v e  s e e n  a lot of 
people, I've c o n s u l t e d  p r a c t i c a l l y  e v e r y b o d y  I k n o w  wh o ' s  f a irly 
senior, I've had a sort of p r o g r a m m e  of g o i n g  r o u n d  and s e e i n g  
a l l  s o r t s  of h e a d s  of t h i s  a n d  t h a t  a n d  t r a i n i n g  a n d  
_ Mcit.ai A uviser and a n y o n e  who is r e c o m m e n d e d  to me I'll go and 
see and have a c o n v e r s a t i o n  or take them to lunch. I mean I've 
e x p l o r e d  every possible a v e n u e  but in the end, b e c a u s e  e v e r y t h i n g
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is b y  c o m p e t i t i o n ,  er you just hav e  to apply, get put on a short 
list, go for an i n t e r v i e w  and y o u  m a y  or m a y  not get it. I mean 
t h e r e ' s  a job at the m o m e n t  t hat I v e r y  m u c h  w a n t  and that I've 
a p p l i e d  for and I've made a lot of e f f o r t s  to er get c o n s i d e r e d  
and to get a job, w h i c h  is to p r o d u c e  the . ’.a prograwrie
o n  R a d i o  4 b u t  e r  t h e r e  w i l l  be f i v e  o t h e r  p e o p l e  at the 
i n t e r v i e w  b o a r d  a n d  I w ill be v e r y  u p s e t  if I d o n ' t  get it. Er 
I j ust h o p e  that you know my q u a l i f i c a t i o n s  a r e  r e c o g n i s e d  but 
i t ' s  d e p r e s s i n g  b e c a u s e  y o u  t h i n k  w e l l  I ' v e  g o t  a b l a c k  m a r k  
a g a i n s t  me w i t h  s o m e o n e  b ecause I w o u l d n ' t  have b e e n  p i t c h e d  out 
of my p r e v i o u s  job a n d  you n e v e r  k n o w  w h a t  sor t  of w h i s p e r i n g  
goes on  b e t w e e n  p e o p l e  at a v e r y  s e n i o r  level. Um, and also I 
d o n ' t  have any q u a l i f i c a t i o n s  as a p r o d u c e r  so I'm a c t u a l l y  aski n g 
to be  P r o d u c e r  of  a v e r y  s e n i o r  j o b  v i t h o u t  e v e r
h a v i n g  b e e n  a Producer. So you know I'm t r y n g  v e r y  h a r d  and I'm 
l oo k i n g  every w e e k  for jobs and I'm a p p l y i n g  w h e r e  I can but er I 
d o n ' t  t h i n k  t here's a n y t h i n g  m o r e  that I can do.
Is there a n y t h i n g  else that you think that y o u  c o u l d  be do i n g  at 
this point in time to improve the q u a l i t y  of your life ov e r a l l ?
I ca n ' t  th i n k  of a n y t h i n g  off the top. I'd like a lot m o r e  time 
at home to sort out ...my, I m e a n  I'm a g r e a t  r e a d e r  and w r i t e r  
and um I need a b o u t  a f o r t n i g h t  to get m y s e l f  s o r t e d  out here 
b e c a u s e  I've b e e n  i n v o l v e d  in d o i n g  too m a n y  o t h e r  things. I 
just need more time.
W o u l d  it be p o s s i b l e  for you to get that time?
Well no, b e c a u s e  I've only got three w e e k s  h o l i d a y  left this
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y e a r  and they're all t a k i n g  the c h i l d r e n  abroad.
Mmm. So giving y o u r s e l f  t i m e  is not a p o s s i b i l i t y ?
No, I m e a n  in a f a m i l y  it's selfish. I m ean c h i l d r e n  are v e r y  
d e m a n d i n g  of time and they, t h e y  d e s e r v e  it. But you know, I 
c a n ' t  just er take tim e  off from w ork for p u r e l y  selfish r e a s o n s  
and ignore my family and c h i l d r e n .
M m m .
W e l l  I m e a n  I c o u l d  d o  b u t  it w o u l d  b e  e x t r e m e l y  s e l f i s h .  I 
c e r t a i n l y  need at least a n d  as you see I've g o t  a large g a r d e n  
w h i c h  needs a lot of er a t t e n t i o n  and I'm the only p e r s o n  w h o  
d o e s  a n y t h i n g  a b o u t  it a n d  t h a t ' s  s o r t  of c o n s t a n t l y  g e t t i n g  
behind. You know lawns hav e  to be m o w e d  and hedges have to be 
cut and I don't e m p l o y  a g a r d e n e r .
M m m .
I mean I've got a lot of thin g s  h a p p e n i n g  -
A n y t h i n g  else that you feel that you m i g h t  be ble to do?
Well I suppose if I had the m o n e y  I'd e m p l o y  a gardener. T h a t  
w o u l d  take quite a lot of w e i g h t  off m y  shoulders. I m e a n  I'm 
v e r y  k e e n  on g a r d e n i n g  but er g a r d e n s  a r e  e x p e n s i v e .  I m e a n  I'm 
just going to e m p l o y  a man to do m a i n t e n a n c e  r o u n d  the house a n d  
t hat's c osting £1,500 w h i c h  I d o n ' t  have.
M m m .
Er and that's c o m i n g  o u t  n o t  of e a r n i n g s  but of savings. I've
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got a child goi n g  away to s c h o o l  in the autumn and G o d  k n o w s  how 
m u c h  she's going to c ost e v e r y  term. I mean I d o n ' t  have any 
money. I m e a n  I n ever have a n y  m o n e y  e x cept w h a t  I earn. A n d  
w h e n  I've earned fairly good m o n e y  but I've spent e x a c t l y  w h a t  I 
e a r n  so -
So is there a n y t h i n g  els e  you f e e l  you might be able to do?
Um, not really. I m ean you k n o w  I suppose I c o u l d  giv e  m y s e l f  
m o r e  t i m e  if I g a v e  u p  d o i n g  t h i n g s ,  if I g a v e  u p  p l a y i n g  
cricket. Um, if I e m p l o y e d  a g a r d e n e r  but then you k n o w  I w o u l d  
just be more or less g i v i n g  up the things I'm i n t e r e s t e d  in a n d  
wh i c h  br i n g  me into c o n t a c t  w i t h  o t h e r  people. I w i s h  I h a d  a 
quieter life. Er I feel under p r e s s u r e  sometimes - just too m a n y  
dam n  things to do and not e n o u g h  time to do it. B u t  if y o u  w o r k  
in er the sphere I do y o u ' r e  u n d e r  c o n s t a n t  p r e s s u r e  to be k i n d  
of aware of wo r l d  even t s  and r e a d  all the papers a n d  w a t c h  all 
t h e  t e l e v i s i o n  p r o g r a m m e s  a n d  be v e r y  m u c h  u p  t o  d a t e  w i t h  
current a ffairs and that takes q u i t e  a lot of time as well. I 
m e a n  I w o r k  f o r  a p r o g r a m m e  w h i c h  is a l l  a b o u t  t h e  l a t e s t  
de v e l o p m e n t s  in and P o l a n d  _*.*d uf.ric;. ,'tfes ^  .^:ier
S t r a s b o u r g  a n d  so o n  a n d  I ' m  s u p p o s e d  to be s o m e t h i n g  of a n  
expert on t u r o p e a n  politic c and I go to S t r asbourg e v e r y  t h r e e  
months. So er t here's a lot of r e a d i n g  to do. But I m e a n  t h a t ' s  
how I have a c h ieved w h a t e v e r  e m i n e n c e  I have, by be i n g  e x t r e m e l y  
w e l l - i n f o r m e d  on these sort of things. And I am an e x p e r t  on 
E u r o p e a n  pol i t i c s  b e c a u s e  I've b e e n  c o v e r i n g  the m  for 20 years. 
A nd in fact um three w e e k s  a g o  I w o t e  to my boss at the B B C  and 
said I hope to go o d n e s s  y o u ' r e  g o i n g  to a c t u a l l y  use me d u r i n g
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the c a m p a i g n  b e c a u s e  it w o u l d  be a c r i minal w a s t e  if you know all 
these sort of t e e n a g e  p e o p l e  w h o  we seem to be  e m p l o y i n g  are all 
doi n g  the job i n s t e a d  of me w i t h  my e x p e r i e n c e  in it and I'm glad 
to say there was a p o s i t i v e  r e a c t i o n  so now I'm e x t r e m e l y  busy.
B u t  I m e a n  I ' m  h a p p y  t o  be b u s y  b e c a u s e  I a m  u s i n g  a l l  t h e  
a c c u m u l a t e d  k n o w l e d g e  a n d  e x p e r i e n c e  but a g a i n  that d o e s n ' t  give 
me much free time.
I mea n  for i n s t a n c e  on Monday, not only h ave I got to get d o w n  to 
•.hall and go all r o u n d  this e x t r e m e l y  c o m p l i c a t e d  1 / - e l e c t i o n  
but I've t hen g o t  to c o m e  into the p r o g r a m m e  in the e v e n i n g  and 
then start w r i t i n g  links for a n o t h e r  th i n g  w e ' r e  d o i n g  on M o n d a y  
w hich is i n t e r v i e w i n g  p e o p l e  in Sc o t l a n d  and N o r t h e r n  Ire l a n d  and 
Wales about the local s i t u a t i o n s  there a n d  l i n k i n g  that, so tha t 
goes o u t  M o n d a y  and t h e n  I go b ack _ 1 on
Tuesday, h a v i n g  d o d g e d  o u t  of it to go to the C a s s e l l  H o s p i t a l  
b u t  p r e t e n d  t h a t  I ' m  o n  t h e  b e a t ,  a n d  t h e n  p u t  t o g e t h e r  a 
p r o g r a m m e  f o r  W e d n e s d a y  so t h a t  is, I w o u l d n ' t  s a y  t h a t  is 
a b s o l u t e l y  t y p ical, it's s l i g h t l y  o v e r s t r e s s e d  but er I do find 
things get a bit m u c h  s o m e times.
Sure. Is there a n y t h i n g  else you ... done?
I mean I th i n k  t h a t ' s  r e a l l y  up  to you. I m e a n  I've t a l k e d  as 
freely as I can, I m e a n  er it depends u p o n  the b r e a d t h  of t h e  
remit that you have.
T hat's fine at the moment. OK?
OK?
T hank you.
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r e a l l y , ... him.
feel tha t  er -
Well no, I w o u l d n ' t  hang in out of p o l i t e n e s s  to you. But I mean 
I th i n k  o n e ' s  got to give the p r o c e s s  its time. So I just feel, 
I f e e l  a n  u r g e  to d o  w h a t ' s  n e e d e d .  O n  t h e  o t h e r  h a n d  I am 
willing, you know, I m u s t  admit that er I fail ... to see, to 
u n d e r s t a n d  w h a t ' s  going on. (Laughing)
Y o u  a r e  s a y i n g  I t h i n k  y o u ' r e  f i n d i n g  it q u i t e  a d i f f i c u l t  
e x p e r i e n c e ,  p a r t i c u l a r y  t h e r e  a r e  l o t s  of t h i n g s  t h a t  a r e  
e n c r o a c h n g  on it, I m e a n  p a t i c u l a r l y  ... o u t s i d e  but I think that 
here t h e r e  are things that are e n c r o a c h i n g  on the space that you 
could h a v e  to look at ... not inside, a n d  t h a t ' s  d i f f i c u l t  to 
give m o r e  e x p r e s s i o n  but I think -
Well I t h i n k  it's b ecause I'm not used to er t a l k i n g  about what I 
feel v e r y  much. So it's a s l i g h t l y  hard p r o c e s s  for me.
Y e s , O K . ...
B y e - b y e .
G o o d , t h a n k s ,  bye.
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  ____ - Post-Therapy Interview
18th N o v e m b e r  1989
So w h a t e v e r  y o u  r e a l l y  w a n t  to  s t a r t  t e l l i n g  m e  a b o u t  y o u r  
experi e n c e .
Y e s .
Do you feel that your w a y  of l o o k i n g  at life has changed as a 
r e s u l t  of you r  p s y c h o t h e r a p y  w i t h  Dr. J  ?
U h , n o .
Um, did you e x pect it to c h a n g e  som e h o w ?
I d i d n ' t  know. I m e a n  I was er, I h a d  no e x p e r i e n c e  of it and I 
er wen t  in h o p i n g  it was going to h e l p  me but I w a s n ' t  quite sure 
w h a t  was go i n g  to h a p p e n  and er um I think I said s o mething like 
"I had sort of er h ope b u t  no e x p e c t a t i o n s ,  in o h e r  words I was 
l o o k i n g  f o r  w a y s  o f  h e l p i n g  m e  b u t  I w a s n ' t  s u r e  w h a t  
p s y c h o t h e r a p y  could contr i b u t e .
Yes. Did you feel a n y t h i n g  ch a n g e d ?
Um, no. Not really.
OK.
How do you see your r e l a t i o n s h i p s ?
W i t h  whom?
Anybody, e v e r y b o d y  at the moment.
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Q u i t e  good actually, q u i t e  good. Er I feel er m u c h  m o r e  sort of 
r e l a x e d  and I d o n ' t  have that k ind of g n a w i n g  sense of physical 
an x i e t y  inside me  wh i c h  was u m  you kno w  a knot, w h i c h  I could 
sort of feel like a pain. T h a t ' s  gone but I m e a n  I - who can
tell w h e t h e r  that's b e c a u s e  I've r a t i o n a l i s e d  things, because
I've had p s y c h o t h e r a p y  or b e c a u s e  it's simp l y  g o n e  aw a y ?  I m ean 
I think a lot of it is r e l a t e d  to my  wor k  s i t u a t i o n  and I've had 
a ver y  u n s t r e s s f u l  work s i t u a t i o n  for the last six m o n t h s  b e c a u s e  
er I've been in charge of my o w n  work, I've b e e n  p a c i n g  myself, 
I've been d o i n g  fairly q uiet r e search, I h a v e n ' t  had d e a d l i n e s  or 
p r o g r a m m e s  um in fact I've b e e n  p r o d u c i n g  a r e s u l t  a w e e k  wh i c h
h a s  i n v o l v e d  w r i t i n g  a n d  r e s e a r c h ,  s o u n d  a r c h i v e s  u m  a n d  my
r e l a t i o n s h i p  has just b e e n  w i t h  one man w h o  I like w h o  has been 
pr o d u c i n g  my talks. In fact I've b e e n  d o i n g  o b i t u a r i e s  and er so 
er I t h i n k  t h a t  b e c a u s e  I a m  l e s s  i r r i t a b l e  b e c a u s e  a n x i e t y  
c a u s e s  i r r i t a t i o n  in m e  I t h i n k  er i n e v i t a b l y  m y  g e n e r a l  
r e l a t i o n s h i p s  hav e  i m p roved b u t  I c a n n o t  h o n e s t l y  a t t r i b u t e  that 
to er the p s y c h o t h e r a p y  sessions.
Mmhm. What a b o u t  er you r  r e l a t i o n s h i p s  at home, w i t h  you r  wif e  
and -
Very good, v e r y  good, in fact I t h i n k  t h e y ' v e  p r o b a b l y  improved. 
Um um re c e n t l y  they've sort of m a r g i n a l l y  d e t e r i o r a t e d  but that's 
because she's bee n  tired and o v e r w o r k i n g  and it's b e e n  on h e r  
side and als o  w e ' v e  had p r o b l e m s  w i t h  our d a u g h t e r  w h o  is er is 
in a s o r t  of t a m t r u m m y  s t a g e  a n d  m y  w i f e  g e t s  r a t h e r  s o r t  of 
d e d s p a i r i n g  a b o u t  all the sort of s c r e a m s  and shouts and w o n 'ts 
and shan'ts and wo n ' t  eat this and d o n ' t  like that and -
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M m m .
S h e  f e e l s  a f a i l u r e  b e c a u s e  s h e  t h i n k s  t h e  r e l a t i o n s h i p  has 
b r o k e n  d o w n  but of course i n e v i t a b l y  that er spills off into her 
r e l a t i o n s h i p  w i t h  me and she sort of gets v e r y  dispirited and 
tired b u t  that's er a sort of i n t e r n a l  f a m i l y  thing w h i c h  really 
has g o t  n o t h i n g  to do, I m e a n  I'm n o t  sayi n g  it's got n othing to 
do w i t h  me- (laughing), it's got n o t h i n g  to do  with my state of 
mind, that ' s  c a u s e d  by other things. But I m e a n  I think this is 
a passing, a p a s s i n g  thing. I d o n ' t  think it's relevant to what 
w e ' r e  t a l k i n g  about.
We o f t e n  feel it can be guite r e l e v a n t  - all, all areas in your 
l i f e  c a n  b e  a f f e c t e d  s o  t h a t ' s  w h y  i t ' s  q u i t e  u s e f u l  to 
u n d e r s t a n d  e v e r y t h i n g  -
Well I m e a n  I'm very s y m p a t h e t i c  to h e r  problems. I mean I'm 
not, I'm trying to avoid a g g r a v a t i n g  them. I'm trying to sort of 
c u s h i o n  her thro u g h  it.
Mmm.
Bec a u s e  I feel in fairly sort of c a l m  state.
Mmhm. Right. How's your sex life? N o w  I t h i n k  you m e n t i o n e d  it 
in e a r l i e r  -
Well it's sort of intermittent. I m e a n  t h e r e ' s  n o t h i n g  wr o n g  
with it. It's got more i n f r e q u e n t  but I t h i n k  it's been in a 
sense as m u c h  for the r e a s o n s  I've j u s t  e x p l a i n e d  on her side as 
on mine. I m ean you know e a r l i e r  in the year it was b e c a u s e  I was
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a bit ti r e d  or i r r i t a t e d  or p r i c k l y  and I think it's n o w  beca u s e  
you k n o w  she's sort of e m o t i o n a l l y  e x h a u s t e d  by f i g h t i n g  wit h  her 
d a u g h t e r .
Mmm.
And also she does q u i t e  a stressful job.
Mmm.
But um I m e a n  I d o n ' t  th i n k  e i ther of us see it as a measure, I 
m ean we d o n ' t  m e a s u r e  w h e t h e r  our m a r r i a g e  is s u c c e s s f u l  or ha p p y  
by the f r e q u e n c y  of sex. I m e a n  I think that w e ' v e  b e e n  m a r r i e d 
so long w e ' v e  sort of s e t t l e d  d o w n  and it's j u s t  sort of part of 
it er w h e n  we feel like it but not a, not a t h i n g  e i t h e r  of us 
feels that if we d o n ' t  h a v e  it w e ' r e  failing.
How's y o u r  r e l a t i o n s h i p  w i t h  y o u r  c h i l d r e n  t h e n  I m e a n  if you, 
these n e w  d e v e l o p m e n t s ?
Well my son has gone awa y  to school. Um where h e ' s  a c t u a l l y  not  
very h a p p y  and I'm m i s s i n g  him um but we talk on the ph o n e  a bit. 
M y  r e l a t i o n s h i p  w i t h  m y  d a u g h t e r  is a l l  r i g h t  b u t  s h e  is 
difficult. As a m a t t e r  of fact I seem to be abl e  to get on w i t h  
her s l i g h t l y  b e tter t h a n  my w i f e  at the moment.
Mmm.
Um but then b e c a u s e  I d o n ' t  h a v e  the d a i l y  i n t e r f a c e  b e c a u s e  I'm 
away at w o r k  w i h i c h  my  w i f e  has. So I'm able to act as a sort of 
er more of a friend to her and I try to be more k i n d  of rational. 
I've also m u c h  stronger, I have muc h  stronger d i s c i p l i n e  er -
after interviews •
Has this always b een the case?
Um. Has it always been the case? I d on't think so. I think it's 
a r i s e n  in the last er y ear or so b e c a u s e  um s u d d e n l y  at the age 
of nine she has b e c o m e  v e r y  er k i n d  of o vertly e m o t i o n a l  about 
g e t t i n g  her way and s t a m p i n g  h e r  feet and s c reaming and shouting 
if h e r  w i l l  is t h w a r t e d  a n d  so on. W h i c h  I d o n ' t  q u i t e  
understand, why but I a s s u m e  it's a sort of phase in d e v e l opment.  
U m  b u t  on t h e  w h o l e  I h a v e  a g o o d  a n d  w a r m  a n d  f r i e n d l y  
r e l a t i o n s h i p  ...
Mhm. But you now see your w i f e  as h a v i n g  some sort of a w o r r y i n g  
time -
Yes she is a bit. N o t  as ser i o u s  as mine was b u t  I th i n k  she's 
v ery c o n c e r n e d  about it.
Mmm. W h a t  are you able to do to h e l p  her?
Well er -
Or is it something you feel tha t  she needs to sort out?
She needs support and er c o m f o r t  a n d  so on but it's er but as I 
see it the pro b l e m  is b a s i c a l l y  her r e l a t i o n s h i p  w i t h . .. She has 
to w ork out and b a s i c a l l y  they h a v e  to w o r k  it o u t  b e t w e e n  them.
of take her out of the f i r i n g  line by taking her s w i m m i n g  and 
trying to get her to h e l p  me but a g a i n  the sort of things I do 
like sort of g a r d e n i n g  and p i c t u r e  fram i n g  and things she can ' t  
really c o n t ribute ver y  much. .. games ...
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Mmm. Well you, we t a l k e d  a lot about y o u r  d i f f i c u l t i e s  b e fore 
y o u  w e n t  in to t h e r a p y .  H o w  a r e  y o u  n o w  c o p i n g  w i t h  y o u r  
d i f f i c u l t i e s ?
W e l l  u m  t h e  a n s w e r  is I d o n ' t  r e a l l y  h a v e  t o  c o p e  w i t h  t h e m  
b e c a u s e  t h e y  a r e n ' t  d i f f i c u l t i e s  any more. I w e n t  into, well I 
sort of tr i e d  ther a p y  b e c a u s e  I thought it m i g h t  h e l p  sort of not 
in c u r i n g  but in u n d e r s t a n d i n g  and h a n d l i n g  a) the sort of um 
u n e x p l a i n e d  a n x i e t y  states that su d d e n l y  came and b) it mi g h t  
h elp me k i n d  of u n d e r s t a n d  and cope w i t h  any r e s u r g e n c e  of these 
sort of p a n i c  h y p e r v e n t i l l a t i o n  attacks, of w h i c h  I h a d  three. 
But er a ) I h a v e n ' t  had a rec u r r e n c e  of the a t t a c k s  and b) the 
a n x i e t i e s  hav e  gon e  a w a y  so the q u e s t i o n  d o e s n ' t  arise b e c a u s e  I 
d o n ' t  h a v e  to c o p e  w i t h  t h e m  b u t  f r a n k l y  w h a t  I t h i n k  I ' m  
learning from the P s y c h o l o g y  D e p a r t m e n t  at C h a r i n g  Cross is going 
to be f a r  m o r e  r e l e v a n t  to d o  w i t h  s e l f - d i s c i p l i n e ,  b r e a t h  
control, m u s c l e  r e l a x a t i o n  b e c a u s e  that s t r i k e s  me as d i r e c t l y  
relevant er you k n o w  if one of them occurs or looks like o c c u r i n g  
then I k n o w  from the m  p r e c i s e l y  wha t  to d o  w h e r e a s  I d o n ' t  think 
p s y c h o t h e r a p y  a c t u a l l y  offers any ans w e r s  to that.
How did you feel a b o u t  y our t h e rapy?
Well, er it's er d i f f i c u l t  to say. I mean I w e n t  t h r o u g h  w i t h  it. 
I was hoping, I was sort of d i s a p p o i n t e d  that n o t h i n g  seemed to 
be h a p p e n i n g  but I d i d n ' t  chuck it in b e c a u s e  I t h o u g h t  there 
might be some c u m u l a t i v e  b e n e f i t  if I sort of s t a y e d  the course. 
I t h o u g h t  e r  y o u  k n o w  r e a l l y  t h e  d o c t o r  I w a s  w i t h  w a s  v e r y  
s y m p a t h e t i c  and p r o f e s s i o n a l .  Er I m e a n  I said to h e r  at the
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end, I feel a sort of s l ight sense of d i s a p p o i n t m e n t  I h a v e n ' t  
bee n  a kind of (laughing) a b e t t e r  pupil. Hold on a m o m e n t  -
(S n e e z e ? !)
Um so w h a t  was I saying, yes well I was saying that er at some 
point she said w e l l  you know, this is not for my  b e n e f i t  and I 
r e a l i s e d  that and er you k n o w  I t h o u g h t  well the value, for a 
time I tho u g h t  that the v a l u e  m i g h t  be in s i m p l y  m a k i n g  me t a l k  
about f e e lings w h i c h  I d i d n ' t  n o r m a l l y  e x p r e s s  and that was a 
g o o d  t h i n g  f o r  m e  b e c a u s e  I ' m  n o t  a g r e a t  er  e x p r e s s e r  of 
feelings. But I a l s o  did feel that I was s l i g h t l y  d i s a p p o i n t i n g  
her, if I'm s l i g h t l y  sort of r e p e a t i n g  w h a t  I'm saying, er y o u  
know b e c a u s e  er she's o b v i o u s l y  p r o f e s i o n a l  t h e r a p i s t  and she's 
o b v i o u s l y  had a lot of p a t i e n t s  and she o b v i o u s l y  thinks its a 
v a l u a b l e  thing o t h e r w i s e  s h e w o u l d n ' t  be d o i n g  it and I w a s n ' t  
really p r o v i n g  a success. (Laughing) and in a sense I w a n t e d  to 
be a s uccess b e c a u s e  I w a n t e d  it to be u s eful to me  but a lso y o u  
know er s o m e t h i n g  that um w o r k e d  for her. And I took a, I w r o t e  
a f e w  t h i n g s  d o w n  w h i l s t  I w a s  d o i n g  it w h i c h  a r e  s o r t  of 
a b b r e v a t i o n s  a b o u t  t h e  p r o c e s s .  I m e a n  I d i d  f e e l ,  I w r o t e  
'floating about' I d i d  feel we w e r e  k i n d  of m e a n d e r i n g  in an out 
of things and there d i d n ' t  seem to be a sort of fixed s t r u c t u r e  
and there w ere t hese g r e a t  long s i l e n c e s  w h e r e  r e a l l y  o n e  c o u l d  
s o r t  of t a k e  o f f  in a n y  d i r e c t i o n  o n e  w a n t e d .  A n d  I ' m  e r  a 
j o u r n a l i s t  a n d  a f a i r l y  r a t i o n a l  p e r s o n  a n d  I ' m  u s e d  to a 
s t ructure and I like to u n d e r s t a n d  w h a t  I'm d o i n g  and w h e r e  I'm 
g oing and I felt this was er you k n o w  r a t h e r  like a m a n  at sea 
b e i n g  b l o w n  a r o u n d  by  t i d e s  a n d  e r  t h a t  t h e r e  w a s  a s o r t  of
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a i m l e s s  q u a l i t y  about it. I felt s t r o n g l y  and I told her that I 
w a s n ' t  g e t t i n g  muc h  g u i d a n c e  or f e e dback a b o u t  w h a t  I was saying. 
I m e a n  I w a n t e d  to know w h e t h e r  er w h a t  I was s a y i n g  was sort of 
r e l e v a n t  and I w a nted to k n o w  er w h e t h e r  as a r e s u l t  of what I 
w a s  s a y i n g  s h e  c o u l d  p r o v i d e  m e  w i t h  i n s i g h t s  t h a t  s h o u l d  be 
he l p f u l .  But I m ean she g a v e  me a b s o l u t e l y  n o n e  and when they 
were, e a c h  session ended she j u s t  sort of said "Well that's the 
e n d  of it, er goodbye" w h i c h  I found r a t h e r  a n noying. Urn you 
k n o w  I w a n t e d  er she's a p r o f e s s i o n a l  t h e r a p i s t  and I wanted more
f e e d b a c k  from her. You k n o w  even to sort of h o w  I'm doing or
w h e t h e r  the session was useful; all that sort of thing. Perhaps 
I've g o t  the w r o n g  p e r c e p t i o n  of it. And I w r o t e  "Where is it 
g o i n g ? "  I m ean I couldn't, t h i s  was in sort of m i d d l e  sessions, 
I d i d n ' t ,  p e r h a p s  t h i s  is a n o t h e r  w a y  of s a y i n g  t h e r e  w a s  a 
f o r m l e s s n e s s  or lack of s t r u c t u r e  about it, but I d i d n ' t  sort of 
see a d i r e c t i o n .  I also w r o t e  "Is the p r o c e s s  the therapy?" in
o t h e r  w o r d s  er does the t h e r a p y  not c o n s i s t  in her o b s e r v a t i o n s
to me a b o u t  er my state of m i n d  but d i d  it r e a l l y  cons i s t  simply  
in the f act of me talking a b o u t  m y s e l f  and my r e l a t i o n s h i p s  and 
m y  w o r k  a n d  a l l  t h a t  s o r t  o f  s t u f f ?  I c o n c l u d e d  t h a t  w a s  
p r o b a b l y  the answer. "Will t h e r e  be c o n c l u s i o n s ? "  I wrote. I 
was h o p i n g  there might be c o n c l u s i o n s .  I d i d n ' t  th i n k  there w e r e  
v e r y  m a n y .  I m e a n  I t h i n k  t h e r e  w a s  a q u i t e  u s e f u l  a n a l o g y  
p r e s e n t e d  that you know I h a d  a happy f a m i l y  life and that er I 
was use d  to er, both in the f a m i l y  n o w  and the f a m i l y  I gre w  up 
in, a f a i r l y  w a r m  and lovig r e l a t i o n s h i p
I've been r a t h e r  c o n s e r v a t i v e  in not
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m o v i n g  a r ound in jobs, I h a v e n ' t  z i g - z a g g e d  f r o m  firm to firm 
like a lot of p e o p l e  do and gone up a sort of c a r e e r  ladder by 
j u m p i n g  around and b e i n g  p r o m o t e d  but I've s t u c k  w i t h  the BBC 
w h i c h  er you know I 've always had sort of f a i r l y  h i g h  ideals and 
p r i n c i p l e s  about and thou g h t  it served a p u b l i c  serv i c e  duty, and 
th e r e  was a m a t t e r  of pride in w o r k i n g  for it b e c a u s e  I felt it 
w a s  p a r t  of t h e  n a t i o n  a n d  t h e  c o m m u n i t y ,  a n d  it h a d  a, a 
v a l u a b l e  moral rol e  so to speak in e n l i g h t e n i n g  and e d u c a t i n g  and 
so on. And by b e i n g  er sort of u n t i m e l y  r i p p e d  from my post, so 
to speak, I was er it was like um be i n g  k i c k e d  o u t  of a family. 
Er and there was c e r t a i n  value in that as an a n a l o g y  but I mean I 
k ne w  that I'd s u f f e r e d  a great blow to my p r i d e  and d i d n ' t  really 
need an analogy. Um and I kne w  that I felt er sort of up s e t  and 
h u m i l i a t e d  and that sort of thing. And of c o u r s e  the i n tensity 
w it h  w h i c h  I felt it was p a r t i a l l y  e x p l a i n e d  by the context, by 
the er the way p e r h a p s  I'd, got o v e r - u s e d  to b e i n g  in the sort of 
w o m b  or the bosom of ,/ v  f And p e r h a p s  a s s u m e d  too much. I 
h a d n ' t  come to terms w i t h  the new er sort of m a r k e t  forces spirit 
that was p e r v a d i n g  i o w  y o u  h a v e  to jus t i f y
y ou r  p o s i t i o n  and tha t  people don't v a l u e  k i n d  of e x p e r i e n c e  or 
mo r a l  v a l u e s  any more, it's just what y o u ' r e  w o r t h  to the m  and er 
you know, I h a dn't com e  to terms wit h  that. A n y w a y  er w h a t  else 
d i d  I w r i t e ?  " D o  I l e a r n  b y  t a l k i n g  a n d  g e t t i n g  n e w  
p e r c e p t i o n s ? "  was s o m e t h i n g  I wr o t e  down. P e r h p s  that ' s  a n o t h e r  
w a y  of  s a y i n g  w h a t  I s a i d  e a r l i e r .  T h a t  I w a s  w o n d e r i n g  as 
things w e n t  along w h e t h e r  I was in te p r o c e s s  of s e l f - e d u c a t i o n  
by e x p r e s s i n g  t h o u g h t s  that I h a d n ' t  p r e v i o u s l y  v e r a b l i s e d  I was 
a c t u a l l y  teaching m y s e l f  about myself. id I tl':n> “>'ere raig f
(ELIZABETH) Appendix 3
- Initial Interview -  Transcripts of before and after interviews
W o u l d  you t e l l  m e  about y o u r  life?
I w o u l d n ' t  k n o w  w h e r e  to  begin. It w o u l d  b e  s o r t  of
p a r e n t s  a n d  w e ' r e  all q u i t e  c l o s e  in a g e  b u t  v e r y  d i f f e r e n t  um. 
I ' m  a f r a i d  I d o n ' t  r e a l l y  k n o w  w h a t  to t e l l  y ou. I ' m  a f r e e  
lance fil m  maker, I'm 30 and I d o n ' t  see p e o p l e  in m y  f a m i l y  v e r y  
much, non e  of us are v e r y  close a n d  I t h i n k  t h a t  p r o b a b l y  h a v i n g  
a r e l i g i o u s  u p b r i n g i n g  p r o b a b l y  s o r t  of c r e a t e d  g r e a t  r i f t s  in 
the fami l y .  I m e a n  is t h e r e  a n y t h i n g  s p e c i f i c  t h a t  y o u  w a n t  to 
know?
Um, what abo u t  y o u r  w o r k i n g  life p l e a s e ?
I t ' s  h i g h l y  i r r e g u l a r  in as m u c h  as I ' m  a f r e e - l a n c e  
f i l m  m a k e r  w h i c h  m e a n s  t h a t  I d o n ' t  a l w a y s  d o  t h e  s a m e  job .  
S o m e t i m e s  I direct, s o m e t i m e s  I d o  c a m e r a  w o r k  a n d  l i g h t i n g  a n d  
it's q u i t e  d i f f i c u l t  to g e t  w o r k  so I d o n ' t  w o r k  all t h a t  o f t e n  
and w h a t  I'm really t r y i n g  to do is w r i t e  and direct.
W h a t  kind of films?
N a r r a t i v e  film. E v e n t u a l l y  I'd l i k e  to m a k e  f e a t u r e  
f i l m s  b u t  o n e  has to s t a r t  w i t h  s h o r t s  so in t h e  m e a n t i m e  I ' m  
just w a i t i n g  to h e a r  a b o u t  a s h o r t  s c r i p t  t h a t  I ' v e  w r i t t e n  t o  
s e e  if I ' l l  g e t  f u n d i n g  t h i s  y e a r .  So, y o u  k n o w ,  I s u p p o s e  
t hat ' s  p a r t l y  why I w a n t  to have t h e r a p y  is t h a t  t h e  w h o l e  n a t u r e
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of m y  w o r k  is so p e r s o n a l  and so u n s t a b l e  that l t n m K  one does, 
y o u  k n o w  I d o n ' t  t h i n k  I ' m  a p a r t i c u l a r l y  w e a k  p e r s o n ,  I t h i n k  
one n e e d s  to be  i n c r e d i b l y  s t r o n g  to  c o p e  w i t h  a life l i k e  t h a t  
b e c a u s e  t h e r e  i s n ' t  a n y t h i n g  r e g u l a r  a b o u t  m y  life. Y o u  k n o w  I 
do n ' t  h a v e  a r e g u l a r  relationship, I d o n ' t  live w i t h  a n y o n e  so I 
d o n ' t  e v e n  k e e p  r e g u l a r  hours. I c a n  s o r t  of s t a y  up a l l  n i g h t  
a n d  w a l k  r o u n d  in s m l l  c i r c l e s  in m y  f l a t  if I w a n t  to. I t ' s  
k i n d  of s o m e t i m e s  you know, s o m e t i m e s  it's v e r y  e a s y  to f eel out 
of control.
.. . p a r t i c u l a r  rela t i o n s h i p ,  b o y f r i e n d  or?
W e l l  t h e r e  h a s  b e e n  one for a b o u t  t h e  l a s t  f i v e  y e a r s  
and t h a t  sort of m o r e  or less ended. I m e a n  @we' r e  very, w e l l  we  
do n ' t  see e a c h  o t h e r  n e a r l y  as m u c h  as w e  did a n d  the w h o l e  t h i n g  
is v e r y  o p e n  e n d e d  now, u m  I s u p p o s e  t h a t ' s  a n o t h e r  r e a s o n  w h y  I 
w a n t e d  to d o  t h e r a p y  b e c a u s e  f o r  a l o n g  t i m e  I m e a n  f o r  f o u r  
y e a r s  w e  w e r e  t o g e t h e r  f a i r l y  s o l i d l y .  H e ' s  a n o t h e r  f i l m  m a k e r  
a n d  t h i s  c r e a t e d  h u g e  p r o b l e m s  f o r  m e .  I t  s e e m e d  t o  b e  a 
t e r r i b l e  p a r a d o x  t h a t  I w a s  o n l y  a t t r a c t e d  to p e o p l e  and s t i l l  
am, t h a t  s o m e h o w  I feel i n f e r i o r  to, t h a t  I c a n  s o r t  of r e s p e c t  
b e c a u s e  I t h i n k  t h e y ' r e  so w o n d e r f u l  b u t  t h e n  t h a t  c r e a t e s  h u g e  
i n f e r i o r i t y  c o m p l e x e s  in me  and I h a v e n ' t  r e a l l y  s t a r t e d  w r i t i n g  
u n t i l  w e  m o v e d  a p a r t  a n d  I s o r t  of f e e l  n o w  t h a t  I a m  m o r e  
mys e l f .  Y o u  k n o w  I u s e d  to t h i n k  t h a t  b e c a u s e  I d i d n ' t  w a n t  to  
m a k e  f i l m s  l i k e  h i m  t h a t  m i n e  w e r e  i n f e r i o r  b u t  n o w  I k n o w
t h e y ' r e  not, t h e y ' r e  j u s t  d i f f e r e n t .  W e l l ,  t h e y  m a y  s t i l l  be
inferior (laughing) but t h e y ' r e  als o  d i f ferent.
W h a t  was the ..., w h y  d i d  y o u  i n t e r p r e t  like that?
W e l l  I t h ink, um, I m e a n  I t h i n k  t h a t  w o m e n  g e n e r a l l y
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w h o  m a k e  f i l m s  t e n d  to m a k e  m u c h  m o r e  e m o t i o n a l  a n d  p e r s o n a l  
films a n d  m e n  ten d  to be e i t h e r  lock e d  into g e n r e s  and are m a k i n g  
f i l m s  as c o m m e r c i a l  e n t e r p r i s e s  o r  e l s e  u m  t h e i r  a p p r o a c h  is 
s o m e h o w  m o r e  i n t e l l e c t u a l  a n d  less e m o t i o n a l  w h i c h  is c e r t a i n l y  
his a p p r o a c h  a n d  I u s e d  to w o r r y  t e r r i b l y  t h a t  I w a s  s t u p i d ,  I 
su p p o s e ,  t h a t  I w a s n ' t  i n t e l l e c t u a l .  A n d  a l s o  y o u  k n o w  t h a t  I 
w a s n ' t  t a c k l i n g  s o c i a l  issues. I t h i n k  you k n o w  o n c e  y o u  r e a c h  a 
c e r t a i n  a g e  you feel as if, if y o u ' r e  g o i n g  to live an i n d u l g e n t  
life, w h i c h  I t h i n k  b e i n g  a f i l m  m a k e r  is, t h a t  s o m e h o w  y o u  
sh ould do s o m e t h i n g  u s e f u l  in y o u r  films, that you s h o u l d  p r o v i d e  
t h i n g s  f o r  p e o p l e  to w a t c h  w h i c h  w i l l  e n c o u r a g e  t h e m  m o r e ,  w i l l  
s o m e h o w  m a k e  t hem feel m o r e  o p t i m i s t i c  about b e i n g  a l i v e  a n d  . . .
W a s  t h e r e  a n y t h i n g  els e  a b o u t  your b o y f r i e n d  t h a t  m a d e  
you feel infer i o r ?  A p a r t  f r o m  t his ...?
W ell actually, yes. I m e a n  just he fact t h a t  0he w a s  a 
man. I c e r t a i n l y  d o n ' t  s u f f e r  f rom t h a t  as m u c h  as I d i d  b u t  all 
the t i m e  w h e n  I w a s  a c h i l d  I had, I have, o n e  s i s t e r  a n d  t h r e e  
b r o t h e r s  and I a l w a y s  w i s h e d  as a c h i l d  that I'd b e e n  b o r n  a b o y  
and I d i s t i n c t l y  r e m e m b e r  a s k i n g  m y  *mo t h e r  w h e n  I was v e r y  small 
if sh e ' d  had the c h o i c e  w o u l d  she h a v e  been a m a n  or a w o m a n  and 
s h e  s a i d  a w o m a n  a n d  I w a s  a b s o l u t e l y  h o r r i f i e d .  I c o u l d n ' t  
u n d e r s t a n d  t h i s  at  all, h o w  a n y o n e  c o u l d  a c t u a l l y  c h o o s e . . .  
B e c a u s e  it jus t  s e e m e d  to me  t h a t  l i f e  is g e a r e d  up f o r  m e n  a n d  
not r e a l l y  for women.
W h a t  a b o u t  the n a t u r e  of y o u r  relationship- o t h e r w i s e ?
Um, I s u p p o s e  y o u  m e a n  w i t h  m y  b o y f riend, as w a s  ... Um  
b e c a u s e  I n e v e r  d i d  f e e l  t e r r i b l y  c l o s e  to m y  * * * p a r e n t s  or 
a n y b o d y  e l s e  in m y  f a m i l y  r e a l l y  t h e n  I w o u l d  r e a l l y  k i n d  of
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f l i n g  m y s e l f  i n t o  r e l a t i o n s h i p s  a n d  I r e m e m b e r  at t h e  t i m e  w h e n
we b e g a n  to sort of m o v e  ap a r t  w h i c h  I s uppose w a s  k i n d  of m u t u a l
but @ he  a c t u a l l y  i n i t i a t e d  it l a r g e l y  bec a u s e  he w a s  i n t e r e s t e d
in s o m e b o d y  else at t h e  time, um, I r e ally felt at the t i m e  t h a t
it w a s  k i n d  of l i k e  I f e l t  as if I had lost m y  w h o l e  f amily, I
fel t  like an orph a n .  Yes I t h i n k  t h a t  is p r o b a b l y  t h e  b e s t  w a y
to d e s c r i b e  it. I f e l t  o r p h a n e d  a n d  I r e a l i z e d  t h e n  t h a t  y o u
k n o w  t h a t  I j u s t  f e l t  t h a t  p r o b a b l y  I w a s n ' t  c a p a b l e  o f
s u s t a i n i n g  a n  a d u l t  r e l a t i o n s h i p .  I r e a l i z e d  r e t r o s p e c t i v e l y
b e c a u s e  I f e l t  o r p h a n e d  I r e a l i z e d  t h a t  o u r s  w a s n ' t  a s o r t  of
m a t c h  o f  e q u a l s ,  I f e l t  l i k e  a c h i l d .  I d o n ' t  t h i n k  i t ' s  a
p a r t i c u l a r l y  h e a l t h y  i n d i c a t i o n  if you split w i t h  s o m e o n e  to feel
like that as if y o u ' v e  b e e n  a b a n d o n e d  b ecause t h e n  y o u ' r e  s ort of
f o i s t i n g  all the r e s p o n s i b i l i t y  for you r s e l f  on to s o m e b o d y  else,
w h i c h  I t h i n k  I did.
W h a t  about the s e xual s i d e  of y our r e l a t i o n s h i p ?
M m m . .. Sort of ver y  h i t  and miss. It a l w a y s  is. Umm,
I s u p p o s e  that's a n o t h e r  r e a s o n  w h y  it was q u i t e  d i f f i c u l t  for me 
to s p l i t  up and a l s o  w h y  I t h i n k  it was a l s o  p a r t l y  w h y  I f e l t  
o r p h a n e d  was that I'd n e v e r  h a d  s a t i s f a c t o r y  s e x u a l  r e l a t i o n s h i p s  
w i t h  a n y o n e  u n t i l  h i m  s o  t h a t  w a s  q u i t e ,  I m e a n  it  w a s n ' t
s a t i s f a c t o r y  p r o b a b l y  70% of t h e  t i m e  e v e n  w i t h  h i m  b u t  it w a s
s u f f i c i e n t l y  o f t e n  to  m a k e  it y o u  k n o w  d i f f i c u l t  f o r  m e  to g i v e
it up. So I s o r t  of felt, I d o n ' t  know, t h a t  w a s  o n e  of  t h e
m o s t  d i f f i c u l t  t h i n g s  f o r  m e  t o  g i v e  up t h a t  p h y s i c a l  c o n t a c t  
t h a t  w a s ,  I t h i n k  t h a t ' s  p r i n c i p a l l y  w h y  it m a d e  m e  f e e l  
orphaned. Sort of s u d d e n l y  b e i n g  d e n i e d  that p h y s i c a l  a f f e c t i o n .  
A n d  a l s o  I t h i n k ,  I d o n ' t  k n o w ,  t h a t ' s  b e i n g  g o i n g  on  n o w  f o r
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o v e r  a y e a r  a n d  s o r t  of s t e a d i l y  d r i f t i n g  f u r t h e r  a n d  f u r t h e r  
a p a r t .  It n e v e r  s e e m s  to  be s o r t  of f i n a l l y  c o n c l u d e d .  I 
s u p p o s e  it w i l l  b e  f i n a l l y  c o n c l u d e d  w h e n  o n e  o f  u s  m e e t s  
s o m e b o d y  e l s e  b u t  e v e n  so I t h i n k  h e ' s  p r o b a b l y  c h a n g e d  q u i t e  a 
lot a n d  so h a v e  I j u s t  t h i s  last y e a r  a n d  i t ' s  c e r t a i n l y  b e c o m e  
e a s i e r  for me  t o  t h i n k  s e r i o u s l y  a b o u t  f i lms. It a l w a y s  s e e m e d  
t o  m e  t h e  p r i o r i t y  t h a t  t h e  r e l a t i o n s h i p  w a s  t h e  m o s t  i m p o r t a n t  
t h i n g  in m y  l i f e  a n d  t h e n  w h a t e v e r  m y  o c c u p a t i o n  w a s  w a s  a s o r t  
o f  s e c o n d a r y  t h i n g .  I j u s t  n e v e r  t o o k  m y s e l f  s e r i o u s l y  as a 
f i l m - m a k e r  a n d  n o w  t h a t ' s  d e f i n i t e l y  r e v e r s e d .  Um, p a r t l y  I 
s u p p o s e  for c y n i c a l  r e a s o n s .  I'v e  j u s t  c o m e  to t h e  c o n c l u s i o n  
t h a t  a l t h o u g h  m y  c a r e e r  is r e l a t i v e l y  u n s t a b l e  th e r e  is s o m e t h i n g  
m o r e  c o n s i s t e n t  about me and what I do t h a n  a n y  r e a l t i o n s h i p  that 
I m i g h t  e n t e r  i n t o  so  I now, y o u  kn o w ,  d o n ' t  s a c r i f i c e  t h i n g s  
c o n n e c t e d  w i t h  w o r k  f o r  a n y t h i n g  else, w h i c h  I s u p p o s e  is t h e  
c o n c l u s i o n  t h a t  m o s t  p e p o p l e  com e  to a l o n g  t i m e  b e f o r e  I did.
Um, I ca n ' t  r e m e m b e r  w h a t  I was g o i n g  to say...
W h a t  ab o u t  o t h e r  r e l a t i o n s h i p s ?
I' m  p r e t t y  r e c l u s i v e .  M o s t  o t h e r  p e o p l e  t h a t  I k n o w  
a r e  f i l m - m a k e r s ,  w h i c h  m e a n s  t hat y o u  know, u n l e s s  y o u  w a n t  to 
t al k  shop all the t i m e  I don ' t  r e a l l y  see p e o p l e  all t h a t  often.
I n o w  hav e  a sor t  of w e e k l y  r outine w h i c h  I've h a d  for m o n t h s  and 
m o n t h s  and m o n t h s  w h e r e  I e i t h e r  work, y o u  k n o w  if I h a v e  a job  
t h e n  I do that, but t h a t ' s  not v e r y  o f t e n  so I'm e i t h e r  r e a d i n g  
or w r i t i n g  d u r i n g  the d a y  and then in the e v e n i n g s  t h r e e  t i m e s  a 
w e e k  I do a e r o b i c s  and o n c e  a w eek I go to a s c r i p t - w r i t i n g  gr o u p  
w h i c h  h a s  b e e n  q u i t e  u s e f u l  b e c a u s e  i t's a s o r t  of f o r u m  to  air 
y o u r  i d e a s  a n d  to r e a d  y o u r  s t u f f  a n d  s e e  w h e t e h r  p e o p l e  f a l l  
a s l e e p  o r  n o t .  U m , a n d  t h a t  j u s t  l e a v e s  F r i d a y  e v e n i n g s  or
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w e e k e n d s  in w h i c h  I s o c i a l i s e  or e l s e  I don't, sort of 50:50.
Do you h a v e  a n y  close friends, really?
U m  ... No. I m e a n  I ' v e  g o t  f r i e n d s  I ' v e  k n o w n  f o r  
q u i t e  a l o n g  t i m e  b u t  I ' v e  n e v e r  h a d  c l o s e  f r i e n d s  r e a l l y .  I 
s u p p o s e  t h a t ' s  a n o t h e r  r e a s o n ,  m y  c l o s e s t  f r i e n d s  h a v e  a l w a y s  
b e e n  t h e  p e o p l e  t h a t  I ' v e  h a d  r e l a t i o n s h i p s  w i t h ,  w h i c h  is 
a n o t h e r  r e a s o n  w h y  m y  k i n d  of  d r i f t i n g  a w a y  f r o m  t h e  l a s t  
r e l a t i o n s h i p  is l a s t i n g  so long b e c a u s e  we w e r e  q u i t e  close.
H o w  c o u l d  y o u  g e n e r a l l y  d e s c r i b e  y o u r  d i f i c u l t i e s  t h a t  
you w a n t  h e l p  wit h ?
Um, I t h i n k  I ' d  l i k e  t h i n g s  to  be m o r e  e v e n e d  o u t  a 
bit. I tend to f l u c t u a t e  b e t w e e n  r i d i c u l o u s  k i n d  of e u p h o r i a  and 
b l a c k  d e s p a i r  a n d  it d o e s n ' t  p a n i c  m e  as m u c h  as it u s e d  t o  
b e c a u s e  it's a p a t t e r n  I ' v e  b e c o m e  f a m i l i a r  with. I k n o w  w h e n  
I'm in d e s p a i r  t h a t  it w i l l  end b u t  I d o n ' t  s e e m  to be a b l e  to 
a c t u a l l y  c o n t r o l  it m y s e l f .  I d o n ' t  s e e m  to be a b l e  to m a k e  it 
end. A l l  I c a n  do is j u s t  k i n d  of  w a i t  f o r  it, w a i t  f o r  t h e  
cloud to lift. I'd like to be able to h ave som e  s ort of control,
I e v e n  t h i n k  t h a t  w h a t  I w h a t  I w a n t e d  w a s  t o  s t i l l  h a v e  t h e  
e u p h o r i c  b i t  and to go  w i t h o u t  t h e  b l a c k  d e s p a i r  b u t  in f a c t  I 
t h i n k  t h e  e u p h o r i c  b i t s  a r e  e q u a l l y  u n h e a l t h y .  I t  u s u a l l y  
h a p p e n s  if I ' m  w r i t i n g  a s c r i p t .  I b e c o m e  so  s o r t  o f  e x c i t e d  
a b o u t  t h e  idea t h a t  I a l m o s t  feel s i c k  a n d  it a c t u a l l y  m a k e s  it 
q uite hard for me to write. I d o n ' t  s e e m  to be a b l e  to a p p r o a c h  
w r i t i n g  in a sort of conscious, l o g i c a l  way. I can o n l y  do it as 
a s ort of c a t h a r s i s ,  a l m o s t  like b e i n g  sick, a n d  a l t h o u g h  i t ' s 
s o r t  of e x h i l i a r a t i n g  i t ' s  e x h a u s t i n g  a n d  I b e c o m e  y o u  k n o w ,
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n o c t u r n a l  and it's all I think a b o u t  a n d  air i .. you k n o w  I just 
b e c o m e  obsessive.
H o w  d i d  you try to cope w i t h  th e s e  d i f i c u l t i e s  u p  'til
now?
Alone. Um  I left c o l l e g e  a b o u t  2 1/2, 3 y e a r s  a g o  and 
w h e n  I w a s  at  c o l l e g e  I u s e d  to  g o  o n c e  a w e e k  f o r  s o m e t h i n g  
w h i c h  w a s  c a l l e d  c o u n s e l l i n g  w h i c h  w a s n ' t  e x a c t l y  p s y c h o t h e r a p y .  
M a r g i n a l l y  to t r y  to cope with, it r r e a l l y  was, that w a s  w h e n  my 
i n f e r i o r i t y  - c o m p l e x  w a s  at  its w o r s t  b e c a u s e  I w a s  a t  c o l l e g e  
w i t h  t h i s  m a n  e v e r y  day. A n d  I w o u l d  f e e l  s o r t  of h u m i l i a t e d  
e v e r y  d a y  I w e n t  into college.
(Coughing) Shall I m a k e  t h e  tea? (Break)
.. t h e y  w e r e  t o u r i n g  S o u t h  A m e r i c a  in my  last j o b  for a 
d o c u m e n t a r y  a n d  it w a s  a r e a l  e x p e r i e n c e ,  I m e a n  i t  w a s  a 
w o n d e r f u l  e x p e r i e n c e .  It w a s n ' t  so w o n d e r f u l  b e i n g  w i t h  them, 
t h a t  o n l y  lasted for about t e n  d a y s  b u t  aft e r  e v e r y b o d y  e l s e  w e n t
b a c k  t o  E n g l a n d  I j u s t  s t a y e d  o n  in B r a z i l  f o r  a n o t h e r  t h r e e
w e e k s  on  m y  o w n  and so n o w  I t h i n k  e v e n  in m y  b l a c k e s t  d e s p a i r  
t h e r e ' s  a l w a y s  B r a z i l .  I m e a n  i t ' s  j u s t  so w o n d e r f u l  t o  k n o w  
i t ' s  t h e r e ,  y o u  k n o w  t h a t  it is w o n d e r f u l  b u t  I k i n d  o f  ... 
c e r t a i n  t h ings from that e x p e r i e n c e .  I be g a n  the s c ript b e f o r e  I 
w e n t  th e r e  and I d i d n ' t  to u c h  it at all w h e n  I w a s  there. I just
s o r t  of e x i s t e d ,  I d i d n ' t  r e a d  or  w r i t e  a n y t h i n g .  W h e n  I c a m e
b ack I w a n t e d  to use it soemhow, t h e r e  w e r e  just v a r i o u s  l i t t l e  
t h i n g s ,  t h a t  t i t l e  a n d  t h e  boy, h i s  n a m e  is B e r n a r d ,  a n d  I ' v e  
d e c i d e d  y o u  k n o w  t h a t  he  c o m e s  f r o m  M a n c h e s t e r  a n d  t h e  l e a d  
s i n g e r  in t h e  o r d e r  is c a l l e d  B e r n a r d  a n d  I i m a g i n e d  y o u  k n o w  
t ha t  the way t h a t  he wo u l d  d r e s s  w o u l d  be q u i t e  similar.
>-
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So r e a l l y  in a w a y  y o u  h a v e  b e e n  t r y i n g  t o  d e a l  w i t h  
the b r e a k - u p  in y o u r  r e l a t i o n s h i p  by w r i t i n g  t h i s  f i l m  script?
Yes, um, w e l l  I m e a n  p r i n c i p a l l y  I ' v e  b e e n  t r y i n g  to 
w r i t e  a f i l m  script. Y o u  k n o w  I can ' t  m ake a f i l m  u n t i l  I've got 
a s c r i p t  b u t  y e s  it's s o r t  of a bit, you k n o w  I w i s h  t h a t  I could 
a d o p t  a m o r e  o b j e c t i v e  w a y  of w r i t i n g  s c r i p t s  a n d  p o s s i b l y  I 
co u l d  if I did it m o r e  b u t  at the m o m e n t  it s e e m s  t h a t  I c a n  only 
r e a l l y  d o  it or  f e e l  a n y  c o n v i c t i o n  a b o u t  w h a t  I ' m  w r i t i n g  if 
t h e r e ' s  s o m e t h i n g  v e r y  p r e s s i n g  g o i n g  on tha t  I h a v e  to d e a l  with 
a n d  t h e n  it a l l  j u s t  c o m e s  o u t .  I t h i n k  t h a t  p r o b a b l y  d o e s  
p r o d u c e  t h e  b e s t  w r i t i n g .  I t h i n k  it' s  p r o b a b l y  t h e  s a m e  for 
ev e r y o n e ,  t h a t  t h i n g s  d o n ' t  r e a l l y  r i n g  t r u e  u n l e s s  t h e  w r i t e r  
kn o w s  w h a t  t h e y ' r e  t a l k i n g  about.
T e l l  me, h o w  d i d  y o u  r e a c h  the p o s i t i o n  of c o m i n g  for
th e rapy?
W e l l  as I say, w h e n  I h a d  b e e n  at t h e  R o y a l  C o l l e g e  I 
h a d  g o n e  o n c e  a w e e k  f o r  a p e r i o d  o f  a b o u t  t w o  y e a r s  f o r  
c o u n s e l l i n g  w h i c h  w a s n ' t  v e r y  s a t i s f a c t o r y .  I w a s  a w a r e  of the 
fact tha t  s o m e h o w  it k i n d  of t i d e d  me  over b e c a u s e  the w o m a n  that 
I u s e d  to go and see w a s  sort of q u i t e  m a t e r n a l  a n d  b a s i c a l l y  you 
k n o w  she j u s t  u s e d  to s o r t  of s a y  "there, t h e r e ,  it' s  a l r i g h t " .  
A n d  I s o r t  of t h o u g h t  t h i s  i s n ' t  v e r y  c o n s t r u c t i v e  in t h e  long 
r u n  b u t  y o u  k n o w  s i n c e  I ' m  a d e s p e r a t e  p e r s o n  i t ' l l  do  f o r  t h e  
time being. Um, and t h e n  w h e n  I s t o p p e d  it, I m e a n  it c o u l d  have 
g o n e  on  e n d l e s s l y .  I t h i n k  s h e  w a s  s o r t  of q u i t e  d i s p p o i n t e d  
that I d e c i d e d  to stop but I just s a i d  that w e l l  t w o  y e a r s  h a s n ' t  
r e a l l y  p r o d u c e d  a n y  s i g n i f i c a n t  r e s u l t s .  I ' m  b e g i n n i n g  t o  feel
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like an invalid and I d o n ' t  want to go on w i t h  this i n d e f i n i t e l y  
p l u s  the fact t hat it's a luxury I can't afford. So I s t o p p e d  it 
a n d  t h e n  c a m e  t h e  b r e a k  up and I t h o u g h t  I s u p p o s e  I'd k i n d  of 
r e alised, even w h e n  I w a s  s e eing her tha t  the t h i n g s  t h a t  m a d e  me 
f e e l  b e t t e r  w e r e  a l l  t h i n g s  l i k e  y o u  k n o w ,  h a v i n g  a f i l m  o n  
t e l e v i s i o n  and not k i n d  of w i n g e i n g  to s o m e b o d y  b u t  w a s  a c t u a l l y  
y o u  k n o w  p a r t i c i p a t i n g  in t h e  w o r l d  a n d  so t h e n  w h e n  t h i s  b r e a k  
u p  s t a r t e d  I t h o u g h t  y o u  k n o w  t h e r a p y  is n o t  t h e  a n s w e r .  I 
r e a l l y  did not k n o w  h o w  to live. I was k i n d  of d e s p e r a t e  at the
time. I c o u l d n ' t  s t a n d  b e i n g  alone, I c r i e d  all t h e  t i m e  but I
just t h o u g h t  you k n o w  t h a t  if I could just go t h r o u g h  t h a t  t h e n  I 
c o u l d  go t h r o u g h  a n y t h i n g  a n d  I t h o u g h t  the a n s w e r  is to g e t  w o r k  
a n d  to form new r e l a t i o n s h i p s ,  blah, blah, b l a h  the a n s w e r  is not
t h e r a p y  to j u s t  w i n g e ,  w h i c h  is n o t  v e r y  c o n s t r u c t i v e .  So I 
d e c i d e d  not to and so y o u  k n o w  for a w h o l e  y e a r  I just c o p e d  and 
I h a d  a f a i r l y  g o o d  d i r e c t i n g  job w h i c h  w a s  t r a u m a t i c  b u t  good, 
m a d e  m e  f e e l  real. A n d  t h e n  in t h e  end, I t h i n k  it w a s  j u s t  
b e f o r e  I w e n t  a w a y  to B r a z i l ,  b e f o r e  I k n e w  I w a s  g o i n g  I j u s t  
r e a c h e d  a kind of crisis. I thou g h t  this is r i d i c u l o u s  y o u  know, 
m e  j u s t  b e i n g  a l l  s o r t  of  s t i f f  u p p e r  l i p  a n d  I c a n  c o p e  w i t h  
t h i s  on m y  own, I j u s t  c a n ' t .  I w a s  j u s t  s o r t  of r e a l l y  d e e p l y  
u n h a p p y  a n d  so  I w e n t  t o  s e e  m y  d o c t o r  a n d  s a i d  c o u l d  I b e  
r e f e r r e d  for p s y c h o t h e r a p y .  And then I w e n t  off to B r a z i l  w h e n  I 
w a s  on  t h e  w a i t i n g  l i s t  a n d  I c a m e  b a c k  f e e l i n g  g r eat, y o u  k n o w  
t h i n k i n g  w e l l  m a y b e  I d o n ' t  n e e d  to do t h i s  a n d  I h a d  a m e e t i n g  
w i t h  s o m e b o d y  at St. T h o m a s ' s  and I j u s t  t o l d  h e r  that. A n d  we 
a g r e e d  t h a t  I w a s  s t i l l  v e r y  m u c h  in t h e  a f t e r g l o w  of  h a v i n g
bee n  t r a v e l l i n g  in So u t h  A m e r i c a  and it s e e m e d  to me  a g o o d  t h i n g
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to do s o m e t h i n g  just like 16 weeks. I didn“'t w a n t  the f e e l i n g  of 
s o m e h o w  b e c o m i n g  an  i n v a l i d  and t h e r a p y  b e c o m i n g  a o n c e  a w e e k  
t h i n g  for the r est of m y  life for an i n d e f i n i t e  period. A n d  she  
sa i d  do  y o u  feel y o u  c o u l d  comm i t  y o u r  self for 16 weeks? I j u s t  
t h o u g h t  this t i m e  I k n o w  b e t t e r  than to sit t h e r e  and w h i n g e  an d  
a l t h o u g h  it's an i n d u l g e n c e  it's one w h i c h  m o s t  p e o p l e  d o n ' t  g e t  
a n d  it's p r o b a b l y  q u i t e  interesting.
W h a t  w a s  y our G . P . ' s  a t t i t u d e  whe n  y o u  as k e d  for p s y c h o t h e r a p y ?
Um, v e r y  sympathetic. I m e a n  I was v i s i b l y  p r e t t y  miserable, um, 
he d i d n ' t  r e a l y  k i n d  of, he d i d n ' t  q u e s t i o n  it r e a l l y .  He  s a i d  
t h a t  it w o u l d  be q u i t e  a l o n g  t i m e  b e f o r e  I w o u l d  a c t u a l l y  b e
a b l e  t o  b e g i n  a n d  t h a t  h e  w o u l d  be q u i t e  h a p p y  to  s e e  m e  f r o m
t i m e  t o  t i m e ,  y o u  k n o w  if I f e l t  t h a t  I n e e d e d  t o  t a l k  t o
s o m e o n e ,  w h i c h  I h a v e n ' t  b u t  he  w a s  v e r y  nice. He w a s  s o r t  of
q u i t e  p a t e r n a l  I suppose.
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 „ _____________ ' Post-Therapy Interview
R i g h t ,  h o w  d o  y o u  f e e l  n o w  in c o m p a r i s o n  t o  t h e  w a y  y o u  d i d  
b e f o r e  your t h e r a p y  started?
Um, ... it sort of varies. S o m e t i m e s  I feel e x a c t l y  the same, 
um, but I s uppose I feel that way less often that I did. Um,
Do  y o u  f e e l  t h a t  y o u r  w a y  of l o o k i n g  at y o u r  l i f e  h a s  
c hanged as a r e s u l t  of therapy?
Um, s l i g h t l y  but n o t  radically. I t h i n k  that I still h a v e  or you 
k n o w  t h a t  w h e n  I b e c o m e  d e p r e s s e d  I s t i l l  h a v e  ... n e g a t i v e  
a t t i t u d e s  to l i f e .  Um, I am n o w  m u c h  m o r e  a b l e  I t h i n k  to  
i de n t i f y  how that came about u m , a n d  I sup p o s e  I b l a m e  m y s e l f  
less for it. Um, it's hard to say I m e a n  I t h i n k  you k n o w  for a 
while I was f e e l i n g  very much better and um I seemed be be c o p i n g  
m u c h  m o r e  w i t h  t h i n g s  a n d  ... w h e n  I b e c a m e  d e p r e s s e d  d i d n ' t  
panic me much as it used to b e c a u s e  I was r a t h e r  more in c o n t r o l  
of it and u n d e r s t o o d  the ... of it b e t t e r  but r e c e n t l y  a c t u a l  
events in my life have b e c o m e  mor e  d i f f i c u l t  than they e v e r  have 
been d u r i n g  the time that I've b e e n  d o i n g  t herapy and I'm f i n d i n g  
that very d i f f i c u l t  to deal with.
And what are they then?
Um, well I w o r k  in films which is y o u  know p r o b a b l y  a b o u t  the 
most i n s ecure . . . and o n e  of the r e a s o n s  that I sta r t e d  t h e r a p y  
is t h a t  I ' d  b e e n  in a r e l a t i o n s h i p  f o r  a b o u t  4, 5 y e a r s  w i t h
s omeone e lse who is a lso a f i l m - m a k e r  w h o  sort of I a l w a y s  felt 
v e r y  e c l i p s e d  b y  his b e i n g  u m  v e r y  m u c h  a n d  ... I ' m  s t i l l
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s t r u g g l i n g  v e r y  h ard um both for a living a n d  d o i n g  w h a t  I wan t  
t o  d o  u m  w h i c h  is to  l i g h t  a n d  d i r e c t .  U m  I h a v e  p r o b l e m s  
g e t t i n g  d i r e c t o r ' s  w o r k  b e c a u s e  what I've don e  so far is not ... 
c o m m e r c i a l  that ' s  d i f f i c u l t  and u m  I u s u a l l y  h a v e  p r o b l e m s  wit h  
w r i t i n g  my o w n  w o r k  l a r g e l y  t h r o u g h  l a c k  o f  c o n f i d e n c e  ... 
difficult, um a n d  he r e c e n t l y  has really sort of leapt f orward in 
terms of .•. . at w o r k  a n d  money, you know and um I always have 
c o m p a r e d  m y s e l f  w h i c h  is r i d i c u l o u s  um you k n o w  it's pr o b a b l y  
easi e r  for men a n w a y  to get w o r k  ... and um ... c o n f i d e n t  but um
Do you feel tha t  the t h e r a p y  in any helped you to dea l  with this 
latest crisis?
U m , I don ' t  think, I t h i n k  that my, I mea n  I t h i n k  that this 
latest crisis or e v e r y t h i n g  that's h a p p e n e d  in c o n n e c t i o n  w i t h  
this man um has r e a l l y  just sort of b rought to the surface qui t e  
f u n d a m e n t a l  p r o b l e m s  t h a t  I ' v e  h a d  , ... m y  u p b r i n g i n g  .. my  
father and um I d o n ' t  t h i n k  you can sort out t h a t  k i n d  of th i n g 
all at once. Um  for a w h i l e  y o u  know I was, I was f e e l i n g  sort 
of m u c h  b e t t e r .  I d o n ' t  k n o w ,  I m e a n  y o u  k n o w  I c a n  s o r t  of 
identify my fe e l i n g s  like, I r e a l l y  know now t hat i s o l a t i o n  is so 
bad for me and I am i s o l a t e d  so often and I am n o w  t r y i n g  to d o  
s o m e t h i n g  about it. I'm t r y i n g  to find ... w h o  a r e  all i s o l a t e d  
as wel l  or who I feel s e c u r e  with. So it's s o m e w h e r e  that we can 
go every day .. .
So what about the r e s t  of your social life? I u n d e r s t a n d  it's a 
change and that's one th i n g  that you've done s i n c e  therapy. W h a t
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a b o u t  your social life - how's that now?
It's v i r t u a l l y  non-exi s t e n t .
It's the same as it was prior to goinc^ to t h e r a p y  is it?
Y es, u m  y o u  k n o w  I j u s t ,  i t ' s  q u i t e  s t r a n g e  r e a l l y .  I m e a n  I 
don ' t  r e a l l y  u n d e r s t a n d  it m y self b u t  I get v e r y  fed up  of being 
on my o w n  but I ver y  o f t e n  feel sort of q u i t e  lost in company. 
I'm aw a r e  that I'm v e r y  d e t a c h e d  from it so even w h e n  I'm w ith 
some o n e  ... s i t t i n g  acro s s  the t a b l e  from me um, I o f t e n  don't
t i m e ,  I t h i n k  w h e n  I g e t  h o m e  I ' m  g o i n g  to r e g r e t  t h i s .  Y o u  
know, I'm going to r e g r e t  that I d i d n ' t  make m o r e  of t h e  c o m p a n y
think there must be a r e ason for it, there must be a r e a s o n  why I 
need to isolate myself in this way and that m a y b e  it's not such a 
bad thing, and there are other times w h e n  ... its very damaging.
What ab o u t  your w o r k  ... now?
Um well f i n a n c i a l l y  I'm still k ind of k e e p i n g  my head a b o v e  water 
just a b o u t  um I d o n ' t  know, I m e a n  r e c e n t l y  I r e a l l y  h a v e  felt 
very, ver y  bad. Um, and it's not s o m e t h i n g  I can c o n trol. I have 
n i g h t m a r e s  I w a k e  u p  v e r y  e r a l y  e v e r y  m o r n i n g  in an  a b s o l u t e  
state of panic and it takes me a long time to sort of c a l m  down. 
Um, I know a lot of it has to do w i t h  the p r o s p e c t  of a n o t h e r  day 
alone so to speak and ... but um -
Are there any other things you mi g h t  i m a g i n e  that you c o u l d  do in 
order to a l l e v i a t e  your isolation, w o r k w i s e  and s o c i a l l y ?
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Um, no I mean I'm sort of very, very shy. I m e a n  I know, I d o n ' t  
s o r t  of d e s p a i r  c o m p l e t e l y  b e c a u s e  I'm not always like this. I 
hav e  been, you know, q u i t e  a social sort of c r e a t u r e  um in the 
pa s t  a n d  I dare say I w i l l  be a g a i n  but at the mome n t  I, you k n o w  
m a y b e  it's just sort of part of the p r o c e s s  of trying to um c ome 
t o  t e r m s  w i t h  m y  o w n  i d e n t i t y  t h a t  u m , I d o n ' t  k n o w  ... n o t  
f e e l i n g  v e r y  s o c i a b l e .  I m e a n  I h a v e  a f r i e n d  w h o ' s  a l s o  ... 
t h e r a p y  and s o m e t i m e s  w e  don't get on at all r e ally b e c a u s e  our 
( p r o b l e m s  are too s i m i l a r  and w e ' r e  bad for e a c h  other and t h e n
v  •
other times it's very goo d  you know b e c a u s e  we do u n d e r s t a n d  e a c h  
o t h e r  and um I do n ' t  kno w  I suppose at the m o m e n t  I'm just going, 
f i n d i n g  it e a sier for me  to get on w i t h  o t h e r  people w h o ' v e  got 
probl e m s .  I just find it a great s t rain t r y i n g  to sort of ... um
q u i t e  inc r e d i b l e  I sort of I d o n ' t  feel c o n f i d e n t ,  I do n ' t  see m  
to have a sense of h u m o u r  at all, um and I just don't feel like
v e r y  d i f f i c u l t  and o t h e r  times I just well t h a t ' s  how I feel and 
you know, that's OK. B u t  um I just sort of feel as if I have to
i
get to the bottom of s o m e t h i n g  quite b l e a k  and u m  - 
W h a t  m i g h t  that be?
U m , it has s o m e t h i n g  to do  wit h  my pare n t s  u m , the f u n d a mental,  
last n i g h t  a c t u a l l y  I t e l e p h o n e d  my father b e c a u s e  I've w r i t t e n  
to the m  about three times in the last w e e k  a n d  e x p l a i n e d  that I 
just d i d n ' t  feel that I c o u l d  c o m e  to see t h e m  bec a u s e  um t h e y  
had s uch a sort of f u n d a m e n t a l l y  t r a n s c e n d e n t  at t i t u d e  to life 
tha t  was very r e l i g i o u s  ... h i g h e r  thin g s  and I've w r i t t e n  and
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said you know this is no great c o m f o r t  to me b e c a u s e  all I have 
is the here and now. Um and w h a t  I feel, I feel m o s t  of the time 
e m o t i o n a l l y  a b o u t  f i v e  y e a r s  o l d  a n d  I ' v e  n e v e r  h a d ,  I d o n ' t  
t h i n k  my p a r e n t s  h a v e  e v e r  b e e n  p h y s i c a l l y  d e m o n s t r a t i v e  or 
p a r t i c u l a r l y  s u p p o r t i v e  in t h e  s e n s e  t h a t  t h e y ' v e  b e e n  q u i t e  
j u d g e mental, p a r t i c u l a r l y  my father, and q u i t e  n e g a t i v e  ab o u t 
t h i n g s  you kno w  tha t  I've w a n t e d  to do  and um and the b r e a k - u p  of 
that r e l a t i o n s h i p  w i t h  ... has sort of b r o u g h t  all t h a t  forward, 
y o u  k n o w  i t ' s  a l l  in my m i n d  n o w .  B e c a u s e  I b e c a m e  v e r y  
d e p e n d e n t  o n  h i m  f o r  d e m o n s t r a t i v e  a f f e c t i o n  a n d  -
M m m , your b o y f r i e n d ?
Yes. A n d  any kind of s upport that I c o u l d  get and um I just know 
that you know tha t  need is still very, ver y  g r e a t  and I d o n ' t  
q u i t e  k n o w  h o w  I c a n  o v e r c o m e  it. I ' m  n o t  in a p o s i t i o n  
e m o t i o n a l l y  or p s y c h o l o g i c a l l y  to e n t e r  any k ind of r e l a t i o n s h i p  
w i t h  anyone. I do n ' t  w a n t  ... h a p p y  ag a i n  and I'm not k i n d  of 
s e l f - s u f f i c i e n t  enough.
Do you feel that you should be s e l f - s u f f i c e n t  in order to e n t e r  a 
r e l a t i o n s h i p ?
C e r t a i n l y  to a much g r e a t e r  d e g r e e  t h a n  I am, yes, o t h e r w i s e  you 
are sort of very, ver y  demanding, w h i c h  is what I have been.
Y o u  do n ' t  e n v i s a g e  that so m e b o d y  c o u l d  a c t u a l l y  r e s p o n d  to your 
d e m a n d s ?
N o  I don't. Um and s o m e h o w  I k ind o f  feel if s o m e b o d y  did then 
it w o u l d  beco m e  gro t e s q u e .  T h a t  my d e m a n d s  w o u l d  b e c o m e  g r e a t e r
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and g reater and g r e a t e r  and they w o u l d  be m o r e  and more indul g e n t 
y o u  k n o w ,  I c o u l d n ' t  s e e  it s o r t  of  k e e p i n g  u n d e r  c o n t r o l  
s o m e h o w .  So, b u t  I s p o k e  to  my  f a t h e r  l a s t  n i g h t  in  s h e e r  
d e s p e r a t i o n  b e c a u s e  I just felt so um  a l o n e  a n d  u n a b l e  to cope 
w i t h o u t  y o u  k n o w  s o m e  k i n d  of s u p p o r t  u m  a n d  he w a s  j u s t  y o u  
know, he was so i n c r e d i b l y  formal. I'd f o r g o t t e n  how f o r m a l  he 
was, he language is i n c r e d i b l y  formal. I sai d  wel l  why d i d n ' t  
y o u  w r i t e  back to any of my letters a n d  he s aid well, y o u  know, 
you e x pressed a g r e a t  d i f f e r e n c e  of o p i n i o n  ... liberties, bel i e v e  
w h a t  you will and I j u s t  tho u g h t  you k n o w  that was an end to the 
m a t t e r  and he s aid t h a t  um that you k n o w  it was a shame that I 
had chos e n  to b e l i e v e  s o m e t h i n g  w h i c h  was c o m p l e t e l y  w r o n g  and 
for which I w o u l d  u l t i m a t e l y  suffer i.e. ... go to hell ... A n d  um 
I also told him tha t  I was going to buy a c o m p u t e r  b e c a u s e  I wan t  
to use it for w o r d  p r o c e s s i n g  to w r i t e  scr i p t s  and it's q u i t e  a 
big thing for me b e c a u s e  I'll h ave to spend, I had some savings, 
I've inherited som e  m o n e y  from my u n c l e  w h o  is his b r o t h e r ,  and 
um I'd decided to s p e n d  that m o n e y  on a c o m p u t e r  and to me  it's 
sort of like m a k i n g  a a kind of c o m m i t m e n t  to w r i t i n g  b e c a u s e  
it is the only m o n e y  that I had, the o n l y  m o n e y  I had saved.
A n d  um it was so d i s a p p o i n t i n g  that he was so d i s c o u r a g i n g  and he 
said well you w o n ' t  h a v e  any kind of e m e r g e n c y  m o n e y  ... are you 
sure it's a goo d  thing. And s o m e h o w  it s e e m e d  to me tha t  his 
a t t i t u d e  was a l w a y s  for the sake of d o i n g  less w h e r e a s  I t h i n k  
well if I get this t h i n g  and I wr i t e  s c r i p t s  a n d  I start m a k i n g  
films um you k now I c a n  e a s i l y  get some m o r e  m o n e y  k i n d  of 
thing. I mean n o t h i n g  ventured, n o t h i n g  g a i n e d  and um it's just so
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d i s a p p o i n t i n g  t h a t  he h a s  a l w a y s  b e e n  so s o r t  of m i l d l y  
d i s c o u r a g i n g  and g e n e r a l l y  n e g a t i v e .
Mmm.
A n d  I s u p p o s e  I j u s t  f e e l  v e r y  d e s p e r a t e  a b o u t  t h a t .  I m e a n  I 
e s t a b l i s h e d  a long time ago t h a t  I had always, or for as long a s  I 
c o u l d  r e m e m b e r  it, e m t i o n a l l y  I felt like an o r p h a n  and um d u r i n g  
t h e r a p y  J o s i e  s u g g e s t e d  t h t a  I s h o u l d  t r y  to  e s t a b l i s h  a 
g r e a t e r  rap p o r t  with my p a r e n t s  a n d  I s uppose t h a t ' s  w h a t  I've  
b e e n  t ryng to do. But I c a n ' t  s e e  it h appening. My  f a t h e r  is 
c o m p l e t e l y  dogmatic. It gets to the point w h e r e  I th i n k  he gets  
q u i t e  a n g r y  y o u  k n o w  t h a t  I d o n ' t  b e l i e v e  in G o d  b e c a u s e  he 
knows he's right and um he h a d  an a p p a l l i n g  r e l a t i o n s h i p  w i t h  his 
o w n  father and I don't th i n k  h e ' s  c a p a b l e  of b e i n g  d e m o n s t r a t i v e  
and supportive. I p r e s u m e  he l o v e d  me in his own way but it's 
not a way that I understand. It d i d n ' t  seem m uch use to me so now
just kind of wond e r i n g  how I'm g o i n g  to get by without.
H ow is your r e l a t i o n s h i p  wit h  y o u r  e x - b o y f r i e n d  now?
How do you see that as a r e l a t i o n s h i p  now?
I r e a l l y  y o u  know, I, I've s o r t  of r e a l i s e d  that you k n o w  it had 
to e n d  b e c a u s e  I w a s  so s o r t  of  e m o t i o n a l l y  d e p e n d e n t  a n d  um  
p r o b a b l y  the kind of d i f f i c u l t i e s  .. o u t w e i g h  the nice things so 
you k now ... surpr i s e d  um, b u t  I had, it was you know, I c o u l d  
u n d e r s t a n d  that my problems c r e a t e d  d i f f i c u l t i e s  but I had alwa y s 
ho p e d  that there w e r e  enough u m  v a l u a b l e  things a b o u t  me that he
w o u l d  at least want to r e m a i n  f r e i n d l y  with me a n d  I d o n ' t  kno w
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w h e t h e r  he doe s  or not. He doesn't, we don't see e ach other. Um 
I've w r i t t e n  to him s o m e t i m e s  and s ometimes he's w r i t t e n  b ack but 
his letters are always very sort of cool and d i s p a s s i o n a t e  um an 
the y  a l ways s e e m  to m e  as if he's s l i g h t l y  a n n o y e d  w i t h  me for 
b e i n g  so me.
S o  ? '
Yes. W e l l  no, n o t  r e a l l y .  M o r e  l i k e  my m o t h e r  a c t u a l l y .  I 
t h i n k  my m o h t e r  had a ver y  sort pull y o u r s e l f  t o g e t h e r  kind of. 
M o r e  like that.
But in a way you still seem v e r y  u n c o m f o r t a b l e  w i t h  your moods. 
You see them as o v e r w h e l m i n g  and s u f f o c a t i n g  r a t h e r  tha n  ...
Yes. W e l l  I don't, w e l l  yes b e c a u s e  t h e y ' r e  so i n t e n s e  at the 
m o m e n t .
Is it p o s s i b l e  t h e y  a r e  i n t e n s e  b e c a u s e  t h e r e  is n o  p l a c e  to 
d i s c h a r g e  them in?
Yes I think it p r o b a b l y  is but s o m e h o w  I'm f e e l i n g  as if I'm not 
in a p o s i t i o n  to kind of r e late to p e o p l e  um u n t i l  they have b e e n  
um you k n o w  s a t i s f i e d  in some w a y  and I had ho p e d  that t h a t  m i g h t  
happen wit h  my p a r e n t s  but ...you know I r e a l l y  do feel as if I'm 
trouble, you k n o w  I r e a l l y  w o u l d n ' t  e n c o u r a g e  a n y b o d y  at all and 
I ' m  s t i l l  v e r y  m u c h  u m  a f f e c t e d  b y  ... y o u  k n o w  I s t i l l  f e e l  
d e eply i n f e r i o r  to him even now I w o r r y  about w h a t  he w o u l d  th i n k 
about thin g s  tha t  I d o  or things that I write. It's b e c a u e  you 
know... p r o v i n g  m y s e l f  ... and that's just lack of c o n f i d e n c e .
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Do you have any kind of sex life at the moment?
No .  N o  i t ' s  f u n n y  I r e m e m b e r  h o w  I w a s  b e f o r e  I s t a r t e d  the 
r e l a t i o n s h i p  with him a n d  um I w a s n ' t  h a v i n g  any kind of sex life 
t h e n  but a c t ually s t a r t e d  to um, I had some kind of like nervous 
ski n  thing for ab o u t  six m o nths b e f o r e  that h a p p e n e d  and you know I 
was just g e n e r a l l y  in a kind of similar w h i l e  not as bad as the 
st a t e  I feel in now but you k n o w  um I d i d n ' t  sort of feel as if I 
wa s  quite ... I m e a n  I'd bee n  in a kind sexual r e l a t i o n s h i p  not 
q u i t e  ... it's v e r y  v e r y  i m p o r t a n t  and I r e m e m b e r  how w h e n  that 
r e l a t i o n s h i p  started um or even just the f r i e n d s h i p  that p r e c e d e d  
it my skin just c l e a r e d  up  an I s t o p p e d  sort of w o r r y i n g  about 
l i t t l e  t h i n g s  y o u  k n o w  I u s e d  to  b e  l e s s  o b s e s s i v e ,  l e s s  
p r e o c c u p i e d  and all sorts of things. B e c a u s e  I think w hen you' r e  
not in a relationship, p a r t i c u l a r l y  w hen y o u ' r e  s p e n d i n g  a lot of 
time alone, it's a l m o s t  i m p o s s i b l e  to m a i n t a i n  a sort of ra t i o n a l  
p e r s p e c t i v e  on things.
Yes. H o w  are you n o w  c o p i n g  w i t h  the d i f f i c u l t i e s .  C o u l d  you 
get any kind of, d e s c r i b e  any w a y s  in w h i c h  you try to cop e  w i t h  
them?
(Laughing) Well r e c e n t l y  I h a v e n ' t  b e e n  c o p i n g  that well. I've 
jus t  been sort of g e n e r a l l y  in a state of d e s p a i r  w o n d e r i n g  how 
m uch more I can stand u m  it n e v e r  occurs to me to c o m m i t  s uicide 
or a n y t h i n g  like that s i m p l y  b e c a u s e  I'd be too a f r a i d  and I t h i n k  
f u n d a m e n t a l l y  I am a l w a y s  h o p e f u l  and so I just sort of think 
God, you know, h o w  l ong must I, it's just a m a t t e r  of sort of 
t o l e r a t i n g  it w h i c h  s e e m s  to be a t e r r i b l e  w a s t e  of o n e ' s  life
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and a w a s t e  of one's youth. Um, ... um I s t a r t e d  p a i n t i n g  ... 
w h i c h  is quite nice b e c a u s e  I was j u s t  sort of b e c o m i n g  very kind
of f r u s t r a t e d  at t h e  k i n d  of p r o b l e m s  t h a t  I w a s  h a v i n g  w i t h
M a r t i n  and um at not g e t t i n g  money to make films um and it seemed
i m p o r t a n t  to me to ... s o m e  e n e r g i e s  a n d  I h a v e n ' t  r e a l l y ,  I
h a v e n ' t  p a i n t e d  for y e a r s  because um I'm not t e c h n i c a l l y  any goo d 
at it b u t  I just d e c i d e d  it d i d n ' t  m atter. So t h a t ' s  b e e n  quite 
s a t i s f y i n g .  It's quite absorbing. Um, u n l e s s  I'm f e e l i n g  r e a l l y 
bad I ten d  not to um  loo k  to o t h e r  people. Um w h e r e a s  I th i n k  
you k n o w  if I felt sor t  of low I w o u l d  r i n g  s o m e o n e  up and kind
of pou r  it out w h i c h  r e a l l y  d i d n ' t  m a k e  me feel any bett e r .  N o w
I t e n d  to just try and c o p e  with it on my o w n  um  w h i c h  is a l m o s t  
l i k e  a s o r t  of r e t r e a t  i n t o  c h i l d h o o d ,  t h e  ... I t ' s  v e r y
s t r a n g e  ... s e e i n g  f r i e n d s  and h a v i n g  c o m p a n y  um  I jus t  o f t e n
feel w h e n  I'm w i t h  p e o p l e  that s o m e h o w  I'm not b e i n g  r e a l l y  
b e i n g  m y s e l f  and that I'm only b e i n g  m y s e l f  w h e n  I'm on  my own. 
But I just am on my o w n  too much ...
How did you feel abo u t  your therapy a n d  y our t h e r a p i s t ?
Um, I'm r e a l l y  glad t hat I did it a n d  in fact um I ... p r o b a b l y  
c o n t i n u e  to do it um I was kind of a f t e r  four m o n t h s  I s u g g e s t e d  - 
w e l l  there was a time w h e n  the end of  the four m o n t h s  w a s  c o m i n g  
up that um I b e g a n  to w o r r y  about the p r o s p e c t  of it e n d i n g  and me 
b e i n g  sort of left to c o p e  on my o w n  and um J o s i e  a c t u a l l y  said 
w e l l  if you w a n t  to do  a few e x t r a  s e s s i o n s  or if y o u  w a n t  to 
t h i n k  ab o u t  ... on a long term b a s i s  and um  I k i n d  of t h o u g h t  
a b o u t  it and in the end I d e c i d e d  t h a t  w h a t  I w o u l d  like to do 
w o u l d  be to c o n t i n u e  to see her onc e  a m o n t h  for a few m o n t h s  and
(ELIZABETH) Appendix 3
Transcripts of before and after interviews
um the n  I saw her last um  a o b u t  two or three we e k s  ago, two weeks 
ago and um since then I have felt p r etty d r e a d f u l  and um I got in 
touch w i t h  her a n d  said you kno w  I can't, o n c e  a m o n t h  is just 
sort of not enough. I m e a n  I t h i n k  it p r o b a b l y  w o u l d  be if um my 
r e l a t i o n s h i p s  w i t h  ot h e r  p e o p l e  w e r e  b e tter b u t  um and that was 
p a r t l y  w h a t  w o r r i e d  me I t h o u g h t  w e l l  I o u g h t n ' t  to kee p  seeing 
her b e c a u s e  as long as I've got her I'm not g o i n g  to do an y t h i n g  
ab o u t  u m  s o r t i n g  out r e l a t i o n s h i p s  w i t h  o t h e r  people. I'm just 
g o i n g  to t r a n s f e r  w h a t e v e r  needs I have to s o m e b o d y  um you . . . 
p r o f e s s i o n a l  c a p a c i t y  b u t  um  I a c t u a l l y  thi n k  that um my needs 
are so g r e a t  tha t  they w o u l d  be far too s t r e n u o u s  for friends. 
You know there is a lot of stuff that we t a l k e d  about ...
How did you feel about your t h e r a p i s t ?
I liked her a lot. Um I'm r e a l l y  g lad I'm s e e i n g  a w o m a n  and um I 
don't know, I m e a n  yes it was q u i t e  r e a s s u r i n g  that she had had 
p s y c h o l o g i c a l  problems.
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.Afioj Pre-therapy Interview
I'm just going to ask y o u  a few questions about y o u r s e l f  then, 
about what h a p p e n e d  when you went for your i nitial assessment.  
Um could you first just tell me about your life?
... how d i fficult it is
Right. It's a bit of a g e n e r a l  qu e s t i o n  at the moment. I can't
just tell you about my life, be more specific than that.
Sure. Well I mean if you were to think about it, h o w  would you
begin to approach that, if you made an attempt to a n s w e r  it?
Um I thought you were going to ask me more g eneral or specific 
q u e s t i o n s  about something, not to talk about myself p a r t i c u l a r l y .  
You want me to talk about -
Just about yourself. Just tell me about y o u r s e l f  fi r s t  so we get
s o m e  f e e l  a b o u t  w h o  y o u  are. I m e a n  y o u ' v e  o b v i o u s l y  b e e n
as s e s s e d  at the ... and y o u ' v e  been through this.
That um I will ask you these q u e s t i o n s  and I will ask a kind of 
similar questions after you r  t h e r a p y  to see how, w h a t ' s  h a p p e n e d  
and how you look at it ...
That's my job, that's one way of d e f i n i n g  my life but j ust at the 
moment I'm suffering from a n x i e t y  p r o blems in cer t a i n  a r e a s  of my 
life and that's why I've been r e f e r r e d  to the Cassel. ... I was
Ja
Oh right. Um well I'm, I'm a d i e t i c i a n  at H o s p i t a l
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h a v i n g  s l i g h t  p r o b l e m s  w i t h  my l i f e  at t h e  m o m e n t  w i t h  b e i n g  
o v e r - a n x i o u s  about things.
Mmhm. W hat about if you were to talk about y o u r  childhood. What 
would strike you about your childhood, for i n s t a n c e ?
Well lots, lots of things. Um sorry I find it quite diffi c u l t  to 
s u d d e n l y  be a s k e d  to t a l k  a b o u t  ray l i f e  a n d  my c h i l d h o o d .  
There 1 s lots of things about my c h i l d h o o d  that - 
Mmhm .
- strike me. I mean I was an only child b r o u g h t  up by a single 
parent. Er my mother died a few years ago. Those were important 
issues in my childhood.
OK. Mmm. Er what about your w o r k i n g  life?
That's OK. I mean my w o r k i n g  life's fine. Um I enjoy what I do, 
I w o r k  q u i t e  a l o t  w i t h  a d i f f e r e n t  r a n g e  of p a t i e n t s .  It's 
quite a d emanding job but again that's one of the areas that's 
b e e n  p u t t i n g  s o m e  s t r a i n  on  me r e c e n t l y  i t ' s  b e e n  t h e  
r e s p o n s i b i l i t y  I've been taking for certain areas at work. It's 
been quite stressful.
M m h m .
But no I mean the work's fine. I enjoy that v e r y  much.
What abo u t  your social life?
That's good as well. Um I've got quite a few friends locally, 
l o n g - s t a n d i n g  friends. Um I've just split up from my b o y f r i e n d
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after two years back in urn end of April we split. That was my 
de c i s i o n  and I feel that's you know, that's for the best. And my 
social life d i d n ' t  suffer g reatly since then. Urn I'm quite happy 
with my social life.
So how long was the r e l a t i o n s h i p ?
Two y e a r s .
Mmhm .
What about sex?
What about?
What about your sex life? I guess er just split up with your 
boyfriend, what was it like b e f o r e h a n d ?
Oh that was d i f f icult. There were a few p r o b l e m s  there. I think 
that that was ... I mean our r e l a t i o n s h i p  was b a s i c a l l y  wrong 
really. I didn ' t  feel too happy a bout it.
M m m  . OK. I w o u l d  l i k e  to a s k  y o u  a l i t t l e  m o r e  a b o u t  y o u r  
r e l a t i o n s h i p s ,  the n a t u r e  of y o u r  r e l a t i o n s h i p s  a l i t t l e  bit 
more. If you could tell me a bit more in de p t h  a b o u t  the kinds 
of r e l a t i o n s h i p s  that you had or have or tend to form?
Do you mea n  with members of the op p o s i t e  sex or g e n e r a l l y ?
Well, generally.
Um I did form quite close f r i e n d s h i p s  really. I've got quite a 
few close f riends in the sense that I feel q u i t e  close to them
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but p r o b a b l y  don't talk about a lot of things to them that real l y  
a f f e c t  me. Um I've had a few long st a n d i n g  r e l a t i o n s h i p s  with 
boyfriends, this is about my third l o n g - s t a n d i n g  r e l a t i o n s h i p  
over the last eight years, maybe. T hey've all been quite ha p p y  
r e l a t i o n s h i p s  I think exce p t  t h a t  the last one just d i d n ' t  work 
out at the end really. The one before that didn't w o r k  out at 
the end but that was a ... r e l a t i o n s h i p .  We were quite close.
C e r t a i n l y  friends, I mean I've stayed friends as well w i t h  the 
last two men I've had r e l a t i o n s h i p s  wit h  as well.
W h a t  about w orking r e l a t i o n s h i p s ?
That's good. I get on well w i t h  p e o p l e  I work with, yes. Um 
I've worked with quite a few of the d octors here as w ell and on 
t h e  w h o l e  the w o r k i n g  r e l a t i o n s h i p s  a r e  go o d .  T h e r e  is one 
co n s u l t a n t  that I don't get on v e r y  w ell w ith though but um I'm 
m a n a g i n g  to cope with that all right.
W h a t  about, could you tell me a bit ab o u t  the d i f f i c u l t i e s  that
led you to coming to therapy?
R i g h t  w e l l ,  and I'm s u r f e  t h e y ' r e  c o n n e c t e d  to, p a r t l y  to
pr o b l e m s  that you kow I have had over the last few years, f a m i l y  
ci r c u m s t a n c e s  and things but it's r e a l l y  the last six m o n t h s  that 
um I've just been, um I've b e e n  f e e l i n g  much more a n x i o u s  than
usual about things like my w o r k  and my house and that sort of
t h i n g .  And my g r a n d m o t h e r ' s  h e a l t h ,  t h a t  was the ... I w a s  
g e t t i n g  really worried about her all the time, i r r a t i o n a l l y  so, I 
felt. I mean that was the r e a s o n s  that made me, made me w a n t  to
have therapy, was that it was just b e c o m i n g  diff i c u l t  to manage,
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to cope with those sorts of worries.
M m m .  H o w  w a s  the d e c i s i o n  r e a c h e d  t h a t  y o u  w e r e  c o m i n g  to
therapy?
F i r s t  of a l l  I d i s c u s s e d  it w i t h  a f r i e n d ,  w h o ' s  a um
psychia t r i s t ,  well a r e g i s t r a r  in psychiatry. We d i s c u s s e d  it 
and he felt it would be a ppropriate. I then talk e d  to my GP and 
he felt it w o u l d  be a p p r o p r i a t e  too. And I was quite m o t i v a t e d 
myself to do that.
Mmm. When y o u  t a l k e d  about it with your GP what was his a ttitude?
He was v e r y  r e c e p t i v e  to it. I m e a n  f i r s t  of a l l  I t h i n k  he 
tried to look for a phy s i c a l  cause why I was f e e l i n g  anxious. He 
gave me a t h y r o i d  test and things like this. But we t a l k e d  a bit 
more bout the n a ture of what I was f e e l i n g  and he knew my h i s t o r y  
anyway. And I told him that I'd d i s c u s s e d  it wit h  a f r i e n d  who 
is a p s y c h i a t r i s t  and he thought that that was quite r e a s o n a b l e  
he was very w i l l i n g  to refer me.
Mmhm. Was the d i a g n o s t i c  i n t e r v i e w  you had with Dr. what
you expected?
No. No, not at all. I don't mean ... what I expected. I tried 
not to have any p r e c o n c e i v e d  ideas about it. Um but I find it 
very d i f f i c u l t  to talk about s o m e t h i n g  to s o m e b o d y  I d o n ' t  know. 
It's like t a l k i n g  to you now, it's a bit d i f f i c u l t  to come out 
w i t h  q u e s t i o n s  l i k e  " T e l l  me a b o u t  y o u r  l i f e "  or t h i n g s  l i k e  
that. It's v e r y  d i f f i c u l t  to a n s w e r  if you don't know s o m e b o d y  
you can't do it. Well I can't do it. And I found it d i f f i c u l t
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with Dr. ^  at fir s t  to um to a c t u a l l y  start t a l k i n g  about 
things with him. Um it was a strange sort of r e l a t i o n s h i p ,  not 
one that I've had w i t h  any b o d y  else in the sense of talking to 
s o m e b o d y  y o u  d o n ' t  k n o w .  B u t  I e x p e c t e d  in a w a y  to be t o l d  
more, to be given more f e e d b a c k  as to what was the pro b l e m  and 
what I could do m e a n w h i l e  to try and help the symptoms. But it 
was quite useful to talk about things.
Um do you wish you had talked about other things at the i n t e r v i e w  
( than you did? Or other things as well?
Yes. I t h i n k  so. I t h i n k  we c o n c e n t r a t e d  on t h i n g s  in s o m e  
places that I d i dn't feel were that much w o r r y i n g  me. Like for 
example we did c o n c e n t r a t e  a lot, just like y o u ' v e  been a s king 
me, a lot about r e l a t i o n s h i p s .  Now I don't feel that I'm u n d u l y  
worried about my r e l a t i o n s h i p s .  They don't seem to be the issue. 
I'm talking about my r e l a t i o n s h i p s  w i t h  men a c t u a l l y .  Or even 
rel a t i o n s h i p s  with friends. They're not real l y  s o m e t h i n g  that 
p a r t i c u l a r l y  wor r i e s  me, that I'm aware of anyway. And um that 
w a s  one a r e a  t h a t  we c o n c e n t r a t e d  on a lot. I f o u n d  it v e r y  
d ifficult to talk to him about, in that initial i n t e r v i e w  about 
my mother's death. And I couldn't talk about really. I mean I 
t h i n k  o b v i o u s l y  we n e e d  to t a l k  a b o u t  it but m a y b e  t h e  f i r s t  
s e s s i o n ,  the f i r s t  o n e  I m e t  him w a s  i n a p p r o p r i a t e  to t a l k  
r e a l l y .
Mmm. But you wish you had t a lked about - what else?
Um well I wish in a way I'd got more sort of f e e d b a c k  f r o m  him.
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He d o e s n ' t  ... to say very much in return. He s u g g e s t e d  a few 
ideas w h i c h  did make sense to me and seemed w i t h  explanations.  
But maybe if w e'd talked more about my f a t h e r  it wo u l d  have been 
u s e f u l .  And my r e l a t i o n s h i p s  w i t h  my g r a n d m o t h e r ,  we d i d n ' t  
really talk about that. Also we d i d n ' t  really talk about the 
nature of my anxieties, even though I had w r i t t e n  that all down 
in our i nitial form for him. We didn ' t  dis c u s s  that much.
Nature of what, sorry?
The a n x i e t y  that I had been feeling.
Mmm. And we didn ' t  talk about that h a r d l y  at all.
When you say the n a ture of the anxiety, what do y o u  mean?
I mean we didn't discuss what situ a t i o n s  p r o v o k e d  that, or how I 
coped w ith it or how I could cope.
OK.
Do you feel you were un d e r s t o o d ?
Mmm. M a y b e  to s o m e  e x t e n t  t h e r e  w a s  s o m e  ... in s o m e  of the
things that he said that I felt were insight into me. Um but
some of the things not, no. Sort of, I r e m e m b e r  he did say a 
comment about me being angry about my r e l a t i o n s h i p  or an g r y  w i t h  
my last boyfriend, I must have felt very angry. And I c e r t a i n l y  
d i d n ' t  f e e l  t h a t  a n g r y .  A n d  t h e r e  a r e  j u s t  a f e w  s o r t  of
insta n c e s  of things he said that I d i d n ' t  think I felt emotions
that I d i d n ' t  r e a l l y  relate to in feeling.
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M m h m .
There were a couple of things like that.
N o w  t h a t  y o u ' v e  g o t  t h i s  far, w h a t  a r e  y o u r  e x p e c t a t i o n s  of 
therapy?
Well I expect r e a l l y  to be made to feel, to be a bit better or to 
be able to feel a bit better.
M m m .
About in terms of a n x i e t y  and things like that. But also I think 
it w ould make me feel better to talk about things that I find 
trouble t alking about. I'm sure we'll get on to that and talk 
about that during the course of therapy as well. And there are 
quite a few things that I feel I need to talk about more, that I 
h a v e n ' t  done so yet.
What are they?
Things like my m o t h e r ' s  death that I found that I co u l d n ' t  talk 
with a n yone about.
... feel it's i m p o r t a n t  now to ac t u a l l y  begin to -
Mmm. I feel that I n o w  know him better or k n o w  that I'm u s e d  to 
the s i t u a t i o n  it w i l l  be easier to talk about it but t r y i n g  to 
talk a b o u t  it s t r a i g h t  off at the first i n t e r v i e w  to me d i d n ' t  
feel right.
Mmm. Are t h e r e  a n y  e x t e r n a l  c i r c u m s t a n c e s  t h a t  y o u  s e e  as 
helping or h i n d e r i n g  y o u r  attempts to deal w i t h  y o u r  d i f i c u l t i e s
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better in the future?
E x t e r n a l  circum s t a n c e s .  You mean beyond my, my c o n trol?
Er in terms of you k n o w  like, like g e n e r a l l y  in terms of the way 
yo u r  life ... in terms of work, or hous i n g  or ... or I don't know 
it could be anything like that... p r a c t i c a l  pe r h a p s .
M o n e y  and h ousing and jobs and things like that are OK. The only
thing I can think of is that you kno w  if s o m e t h i n g  does h a p p e n  to
my g r a n d m o t h e r  that's going to affect me quite a lot I think.
M m m .
That's go i n g  to a f f e c t  my a b i l i t y  to cope.
Yes .
I'm o b v i o u s l y  quite, very w o r r i e d  about her.
M m m .
So if she d oes a c t u a l l y  b e c o m e  ill or d i e  t h e n  it w o u l d  be 
d i f f i c u l t  -
She r e ally is the only kind of -
Yeh. Well no there are two. The r e ' s  my uncle as w e l l  but she's
my main, my main f a m i l y  member, yeh.
Are there ex t e r n a l  c i r c u m s t a n c e s  that you wo u l d  w a n t  to change? 
No.
Are there any options avail a b l e  to you in y o u r  l ife at the moment
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t h a t  y o u  c o u l d  a c t u a l l y ,  t h a t  m i g h t ,  t h a t  y o u  m i g h t  c h o o s e ,  
s o m e t h i n g  t h a t  y o u  m i g h t  c o n s i d e r  d o i n g  d i f f e r e n t l y  or, are  
there, how do you see the options a head of you right now?
Mmm well I don't want to make any moves, changes at the moment to 
my life at the moment. And I'm quite c o n s c i o u s  of that but I'm 
not, well I've had quite a few changes a l o n g  the way in terms of 
j o b s  r e a l l y .  I m e a n  I ' v e  p r o g r e s s e d  to w h e r e  I am n o w  q u i t e  
quickly, by c h a nging jobs quite q u i c k l y  and maybe I w a s n ' t  quite 
r e a d y  f o r  the job w h e n  I f i r s t  s t a r t e d  it. I w a s n ' t  q u i t e  
e x p e r i e n c e d  e n o u g h  f o r  it. So I h a v e  f o u n d  it q u i t e  s o r t  of 
s t r e s s f u l  in a way coming t hrough my jobs ...I'm quite happy to 
stay where I am in my job for a while. I'm quite k e e n  on my job. 
Um housing. I've got a house that I'm ver y  fond of so I d on't  
p a r t i c u l a r l y  want to move. I mean the o nly area of my life I see
cha n g i n g  I suppose is again you k n o w  back to my r e l a t i o n s h i p s .  I
s h o u l d  t h i n k  t h a t  I ' l l  e x p e r i e n c e  a f e w  m o r e  d i f f e r e n t
r e l a t i o n s h i p s  over the next few months, few years. And that will 
be a major change in my life. Or maybe I'll meet the p e r s o n  that 
you know I'm going to have a more s erious r e l a t i o n s h i p  with?
W o u l d  you want to?
Yes. I don't feel that I'm too y o u n g  at the moment. Um I think 
it would take a long time before I w o u l d  feel r e a d y  to commit
myself. Yes but that would be ... r e l a t e d  to, yes.
OK. Fine. That's all for now.
R i g h t .
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inClkJ^  - Post-Therapy Interview
Do y o u  feel t h a t  your way of l o o k i n g  at your life has cha n g e d  as 
a r e s u l t  of t h e r a p y ?
Mmm, yes. Not as much as I t h o u g h t  it w o u l d  b u t  it has to some 
extent, yes.
How?
I think I thi n k  back about the w a y  I react to c e r t a i n  things and 
also I look b a c k  over things t h a t  have h a p p e n e d  in my past a bit 
more t h a n  I e v e r  did. ... a w a y  of t h i n k i n g  a b o u t  y o u r  life, 
yes, I a l s o  t a l k  a lot m o r e  a b o u t  t h e  w a y  t h i n g s  t h a t  h a v e  
h a p p e n e d  in the past have a f f e c t e d  me.
What k i n d s  of things?
Well m a i n l y  my m o t her's d e a t h  r e a l l y  and h o w  m u c h  t h a t  affected
me. A n d  I ' v e  c e r t a i n l y  n e v e r  d i s c u s s e d  t h a t  w i t h  m y  f r i e n d s
before. So I d o  d iscuss it w i t h  p e o p l e  a b i t  m o r e  now. Um the 
m embers of my f a m i l y  -
M m h m .
I th i n k  I'm a w a r e  a bit m o r e  of h o w  much s t r e s s  t h a t  put on me 
and I'm s l i g h t l y  more aware of c e r t a i n  ways t h a t  I, I i nterract  
with o t h e r  p e o p l e  in w orking s i t u a t i o n s  and t h a t  sort of thing.
Mmm. In, w h a t  about in social s i t u a t i o n s  a n d  sort of in closer
r e l a t i o n s h i p s .  W ould that be t r u e  too?
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S o cial situations w e r e n ' t  one of m y  worries. I m ean I d i d n ' t
have a p r o b l e m  I d i d n ' t  feel w i t h  the social situation. But I
t h i n k  t h a t  o n e  of t h e  w a y s  t h a t  I h a v e  c h a n g e d  in s o c i a l  
s i t u a t i o n s  is that I t a l k  ab o u t  m y s e l f  a lot more and r e l a t e  to 
people. I m e a n  people h a v e  said to me since that I've s t a r t e d  to 
come, talk about things that they w o u l d  n e v e r  d i s c u s s  w i t h  me
m ore tha n  I used to, c e r t a i n l y  than I used to. But actu a l  social
s i t u a t i o n s  themselves w e r e n ' t  r e a l l y  a p r o b l e m  before.
I can ' t  r e m e m b e r  w h e t h e r  you had a b o y f r i e n d  or not or w h e t h e r  -
U m  b e f o r e  I s t a r t e d  m y  t h e r a p y  I ' d  j u s t  f i n i s h e d  w i t h  my  
b o y f r i e n d  a f t e r  t w o  a n d  a h a l f  y e a r s  a n d  ... a m  h a v i n g  a 
r e l a t i o n s h i p  now but its qu i t e  a r e c e n t  r e l a t i o n s h i p  and I t h i n k  
I p r o b a b l y  think a bit m o r e  a b o u t  m y  b e h a v i o u r  in a r e l a t i o n s h i p  
or c e r t a i n l y  share more a b o u t  me than I used to.
M m h m .
But I m e a n  it's too - I m e a n  I'm n o t  h a v i n g  a close r e l a t i o n s h i p  
p a r t i c u l a r l y  at the m o m e n t  so -
Mmhm. In general how do  you see y o u r  r e l a t i o n s h i p s  now?
Well t h e y ' r e  d i f f e r e n t  r e l a t i o n s h i p s  than before, wel l  c e r t a i n l y  
my, that sort of rela- my f r e i n d s h i p  r e l a t i o n s h i p s  I th i n k  w o u l d  
be ... see them a lot d i f f e r e n t l y .
Mmm. I think you m e n t i o n e d  a r e l a t i o n s h i p  w i t h  your g r a n d m o t h e r ,  
was it?
Yes that's right. That r e l a t i o n s h i p .  That mmm, I'm m a y b e  not as
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m u c h  c o n c e r n e d  a b o u t  h e r .  I m e a n  t h a t  w a s  o n e  of my m a i n  
p r o b l e m s  w a s  t h a t  I t h o u g h t  I w a s  f a r  t o o  a n x i o u s  a b o u t  h e r  
well-b e i n g ,  her health. Um that p a r t i c u l a r  r e l a t i o n s h i p  maybe is 
slightly, s l i ghtly better, slightly less a n x i o u s  a b o u t  her but 
still there is that p r o b l e m  there that I am still q u i t e  anxious
about her.
M m h m .
But some things in the t h e r a p y  have helped, h e l p e d  me to deal 
with that, yeh.
Mmhm.
Some of the things that we  discussed, my w a y s  of s e e i n g  her and
my w a y s  of seing her, h o w  she sees me have c h a n g e d  slightly.
Could you be more s p e c i f i c ?
Um w i t h o u t  going into sort of p r e c i s e  d e t a i l s  of w h a t  d i s c u s s e d
c a u s i n g  h e r  h a r m  a n d  t h a t ' s  s l i g h t l y  b e t t e r  b u t  t h a t ' s  s t i l l  
present ... C e r t a i n l y  n o t  r e c o v e r e d  from that yet.
Yes. W h a t  a b o u t  y o u r ,  y o u r  a t t i t u d e  t o w a r d s  s e x u a l i t y ?  I
re m e m b e r  we talked ab o u t  that a little bit in the f i r s t  m e e t i n g
we h a d .
Yes. I can't r e m ember what, w h a t  we said or w h a t  I said.
But how do  you feel a b o u t  it now?
Um it's still not s o m e t h i n g  that I w o u l d  d i s c u s s  p r o b a b l y  w i t h
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you and sort of my  s e xuality I find d i f f i c u l t  to d i s c u s s  w i t h  
s o m e b o d y  I d o n ' t  k n o w  but um no, it's not, c e r t a i n l y  is not a 
p r o b l e m  with my s e x u a l i t y  w ith this n e w  p a r t n e r  a n y w a y  at all. 
So no, I don't t h i n k  that's a problem.
Yes I re m e m b e r  you t elling me a b o u t  h a v i n g  some k ind of, some 
kin d  of d i f f i c u l t i e s  in the past of some kind.
Mmm. The previous boyfriend, the one that I'd split w i t h  before, 
there w e r e  d i f f i c u l t i e s  in all sorts of areas of our r e l a t i o n s i p  
really. I m e a n  I d o n ' t  k n o w  w h e t h e r  that as a cause or a r e s u l t  
but I'm not h a v i n g  any problems at the m o m e n t  really.
If you think bac k  on the d i f f i c u l t i e s  that you b r o u g h t  to t h e r a p y  
M m m .
H o w  a r e  y o u  n o w  c o p i n g  w i t h  t h e s e  d i f f i c u l t i e s  as o p p o s e d  to 
before?
I think I try and relax. One of the things that I r e a l l y  n o t i c e  
is how, how s t r e s s e d  I was by things, the p r e s s u r e s  of work. Um 
I stil find some problems, well a lot of pr o b l e m s  c o p i n g  w i t h  the 
p res s u r e s  of w o r k  but I try and m a k e  m y s e l f  relax and a lso I try 
and talk to my c o l l e a g u e s  a lot m o r e  ab o u t  w hat I'm d o i n g  so that 
t h e y ' r e  b e i n g  s u p p o r t i v e .  A n d  a s  f a r  as m y  g r a n d m o t h e r  is 
co n c e r n e d  - w o r r i e s  about her and h e r  h e a l t h  - I try and r e l a x  
about that and try not to get too u p t i g h t  ab o u t  ... her.
Mmm., You say try. Does that m e a n  that you are a c t u a l l y  m a k i n g  
a c o nscious e f f o r t  or it a c t u a l l y  d o e s  not feel as s t r e s s f u l ?
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No I h a v e  to make a c o nscious e f f o r t  still.
Right. Ri g h t  let's talk a little but about y o u r  therapy and your 
t h e r a p i s t  n ow. H o w  d i d  y o u  f e e l  a b o u t  y o u r  t h e r a p y  a n d  y o u r  
t h e r a p i s t ?
I was, I was a bit d i s a p p o i n t e d  that I mean it seemed to go so
quickly, the therapy. I d i d n ' t  feel it was long enough and I
w a n t e d  qu i t e  s r o n g l y  to c o n t i n u e  and I w a n t e d  if not to co n t i n u e
with ... to c o n t i n u e  s o m e w h e r e  else. So I felt quite u n h a p p y
about t hat at the end. Um I'm , I found Dr., I'm sure Dr. ... 
was a g ood t h e r a p i s t  and I d i d  you k now en j o y  h a ving - c e r t a i n  
a s p e c t s  of t h e  v a r i o u s  s i t u a t i o n s  - I c e r t a i n l y  f e l t  
i n t e r e s t e d  in the therapy. I'm sure if you... listened to the 
tapes f r o m  the sessions - do you get access to those?
I will yes.
B e c a u s e  u m  I used to be quite a n g r y  ab o u t  lots of things . . . the 
s e s s i o n s  f i n i s h i n g  on t i m e .  I a l w a y s  f e l t  I w a n t e d  to g o  on 
longer. And als o  this c o u r s e  of the sessions f inishing a f t e r  I 
think it was 12 sessions. I m e a n  I felt I w a n t e d  to go on a bit 
l o n g e r .  So I w a s  a b i t  d i s a p p o i n t e d ,  I d i d n ' t  f e e l  t h a t  I ' d 
changed as I was go i n g  t hrough the ther a p y  se s s i o n s  p a r t icularly.
I d i d n ' t  feel I w a s  g e t t i n g  a n y  b e t t e r  and d u r i n g  the m i d d l e  of 
the s e s s i o n s  I t h i n k  I w a s  t h e  w o r s t ,  I f e l t  t h e  w o r s t  a b o u t  
things t hat I've e v e r  felt really.
Mmm.
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And I k e p t  f e e l i n g  I w a n t  to be here, I w a n t  m o r e  h e l p  and m o r e 
g u i d a n c e  and mor e  treatment.
I f o u n d  it a v e r y  d i f f i c u l t  r e l a t i o n s h i p  - I ' d  n e v e r  h a d  a 
r e l a t i o n s h i p  like that w i t h  a n y b o d y  before in that he, o b v i o u s l y  
it w a s  one way completely. A n d  he would I m ean t h e r e  w a s  no sort 
of i n t e r r a c t i o n  there ab o u t  - if I ever a s k e d  h i m  w h a t  he tho u g h t  
he w o u l d n ' t  say or a n y t h i n g  like that. It was like an u n u s u a l 
r e l a t i o n s h i p  f o r  me. O r  I s a i d  to h i m  y o u  k n o w  I w a n t  s o m e  
g u i d a n c e  or  s o m e  h e l p  a n d  h e  w o u l d  n e v e r ,  I f o u n d  t h a t  v e r y  
frust r a t i n g .  So I felt q u i t e  a n g r y  and f r u s t r a t e d  by  h i m  but um 
I felt that he, he cared w h a t  h a p p e n e d  to me. I felt that he was 
i n t e r e s t e d  in w h a t  h a p p e n e d  to me. And I t h o u g h t  he  was v e r y  
s t r o n g  as w e l l  in t h a t  he w o u l d n ' t  b o w  d o w n  to  a n y  s o r t  of 
p r e s s u r e  from m e  in trying to c h a n g e  a p p o i n t m e n t  t i m e s  or t r y i n g 
to get h i m  to re f e r  me on a n d  he seemed to be like c o m p l e t e l y  
single m i n d e d  abo u t  wha t  he w a n t e d .  So that I h a d  to trust h i m 
in w h a t  he was doing.
Mmm. W hat h a p p e n e d  in the s e s s i o n s ?
We j u s t  t a l k e d  about, u s u a l l y  I m e a n  I'd start t a l k i n g  about my 
s y m p t o m s  a n d  h o w  t h e y  w e r e  a f f e c t i n g  m y  l i f e ,  h o w  t h e y  h a d  
a f f e c t e d  me in the past w e e k  a n d  then w e ' d  tal k  a b o u t  s o m e t h i n g  
t h a t  h a d  c o m e  o u t  of t h a t  a n d  h e ' d  s a y  w e l l  d o  y o u ,  h a v e  y o u  
thought a b o u t  it this w ay? A n d  he d i d n ' t  put, d i d n ' t  g i v e  me any 
sort of i n t e r p r e t a t i o n s  as to w h a t  he t h o u g h t  w a s  g o i n g  on. Um 
but he w o u l d  say have you t h o u g h t  a b o u t  it like this? Or do you
Mmm. How did you feel about , y o u r  t h e r a p i s t ?
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t h i n k  it c o u l d  b e  l i k e  t h i s ?  U m  a n d  w e  d i s c u s s e d  t h a t  f o r  a 
w h i l e  and I'd -
Mmm. go on.
U s u a l l y  I'd be q u i t e  d e f e n s i v e  and I'd say no I do n ' t  agree, it's 
not like that at all. I m e a n  I c h a n g e d  s l ightly. A l o n g  the way 
I sta r t e d  to t h i n k  m o r e  about t h i n g s  m a y b e  t h e y  could be like. 
You k n o w  I was a bit more open m i n d e d  about that.
Mmhm. Wer e  you able to talk or d i d  you feel y o u  were stopped or 
i n t e r r u p t e d  or p r e v e n t e d  from t a l k i n g  or d i d  you feel free to 
talk?
O h  no. Q u i t e  f r e e  to t a l k  a n d  s o m e t i m e s  t h e r e ' d  b e  a w k w a r d  
s ilences really b e c a u s e  I c o u l d n ' t  think of a n y t h i n g  to say.
Did you ever feel that y o u r  t h e r a p i s t  was u n c o m f o r t a b l e ?
No.
Or that you had to w o r r y  about the w a y  he felt?
No.
Is t h e r e  a n y t h i n g  e l s e  t h a t  y o u  w o u l d  l i k e  t o  s a y  a b o u t  t h a t  
e x p e r i e n c e  of b e i n g  w i t h  Dr. H e a l e y  d u r i n g  t h o s e  12 sessions that 
could be of i m p o r t a n c e  in terms of y o u r  e x p e r i e n c e  of it?
Mmm I t h i n k  before you start the t h e r a p y  y o u  n e e d  to have more of 
an idea w h a t  to e x p e c t  from it b e c a u s e  it t o o k  me at least half 
the s e s sions b e f o r e  I could r e a l l y  r e a l i s e  w h a t  was g o i n g  to go
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on, t h a t  he w a s n ' t  g o i n g  to t e l l  me  t h e  a n s w e r s  to a l l  t h e s e  
p r o b l e m s  a n d  I t h i n k  y o u  n e e d  a b i t  m o r e  g u i d a n c e  a b o u t  t h e  
o u t c o m e  - wha t  you r e a l i s t i c a l y  e x p e c t  and -
Wha t  d i d  you e xpect?
Well I ex p e c t e d  to be b e t t e r  r e a l l y  by the end of it. I e x p e c t e d  
n o t  to f e e l  l i k e  t h a t ,  I e x p e c t e d  to h a v e  s o m e  t e c h n i q u e  f o r  
ev e r y  time I felt p a n i c k y  or a n x i o u s  a b o u t  my p a t i e n t s  or about 
my f a m i l y  to be able to cope with or or j u s t  r e a l l y  not to feel 
those anxieties, i r r a t i o n a l  anxieties, tha t  was w h a t  was w o r r y i n g  
me. W o r r i e d  about p a t i e n t s  who r e ally c o u l d n ' t  g e t  that ill and I 
e x p e c t e d  to be b e t t e r  and I'm c e r t a i n l y  n o t  better.
Mmm. S o  y o u  f e e l  in s o m e  w a y s  y o u ' r e  n o t  b e t t e r  a l t h o u g h  we  
t a l k e d  a b o u t ,  h o u  s a i d  e a r l i e r  o n  t h a t  y o u  a c t u a l l y  l o o k  at 
things d i f f erently.
I do, yes, but I still get the same symptoms.
M m m . m m m .c
Um m a y b e  I can have a bit m ore insi g h t  i n t o  it but my symptoms 
hav e n ' t  gone.
Mmhm. Were there d e v e l o p m e n t s  or p a t t e r n s  in the t h e r a p y  that 
you had not expec t e d ?
Um wel l  the whole th i n g  w a s n ' t  h o w  I'd e x p e c t e d  it really. It 
was all c o m p l e t e l y  a l i e n  to me really. Um  I f o u n d  it d i f f i c u l t .
W hich b i t  was most d i f f i c u l t ?
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U m  I t hink t h e r e  were lots of p a i n f u l  b i t s  like t a l k i n g  a b o u t  my 
m o t h e r ' s  d e a t h  was r e a l l y  p a i n f u l  a n d  talking a b o u t  how I felt 
a b o u t  my g r a n d m o t h e r  and her l i v i n g  or d y i n g  was r e a l l y  painful. 
T h o s e  things w e r e  difficult. The o t h e r  bits that w e r e  d i f f i c u l t  
w a s  that if I'd had a p a r t i c u l a l r y  b a d  week, h a v i n g  r e a l l y  bad
l
a n x i e t i e s  w o u l d  be ac t u a l l y  t e l l i n g  h i m  about what I'd felt, w h a t  
I ' d  b e e n  w o r r i e d  a b o u t ,  w h a t  I ' d  t h o u g h t  w o u l d  h a p p e n  to  t h e  
p a t i e n t s  and that sort of thing. T h a t  w o u l d  be r e a l l y  diff i c u l t .
M m m .  So in s o m e  .. y o u  h a d  n o t  e x p e c t e d  it to  b e  q u i t e  so 
p a i n f u l ?
No I e x p e c t e d  it to be p a i n f u l  but - 
Mmm.
B u t  ... d i f f i c u l t  part. I t h i n k  I a l m o s t  expected it to be m o r e  
p a i n f u l .
M m h m .  W e r e  t h e r e  t h i n g s  t h a t  y o u  w i s h  y o u  h a d  b e e n  a b l e  to 
e x p l o r e  but c o u l d n ' t ?  Ar e a s  ..
S e e m e d  to touch on a lot of t h i n g s  like um  how I a c t u a l l y  felt on 
the day that my m o t h e r  d i e d  a n d  t h i n g s  like that and w h a t  a b o u t  
my father and my r e l a t i o n s h i p s .  L o a d s  of things like tha t  that 
we t ouched u p o n  and d i s c u s s e d  and it s tarted to m a k e  me t h i n k  
a b o u t  them um b u t  we d i d n ' t  r e a l l y  h a v e  time to d i s c u s s  t h e m  for 
v e r y  long. T h e r e  seemed to be a lot of d i f f e r e n t  t h r e a d s  that  
weren't, w e r e n ' t  linking up really.
(MARY) Appendix 3
Transcripts of before and after interviews
Mmm. Mmm. A n y t h i n g  else that y o u  can think of that you wanted to 
talk a b o u t ?
Th e r e  was n o t h i n g  tha t  I w a n t e d  to talk a b o u t  that I d i d n ' t  ever 
m e n t i o n  or we d i d n ' t  ever discuss.
I m e a n  y o u  m e n t i o n e d  s o m e  of t h e s e  t h i n g s  t h a t  y o u  f o u n d  
f r u s t r a t i n g  but could you say a g a i n  in brief w h a t  was fr u s t r a t i n g  
or a n n o y i n g  about the therapy?
The time, I m e a n  the fact that it had to f i n i s h  e xactly at 20
past and a lso the fact that it had to f i n i s h  e x a c t l y  after 12
sessions. I m e a n  I had to m i s s  a s ession b e c a u s e  my g r a n d m o t h e r  
- I had to go  to C o r n w a l l  - and there was no c h ance to make up 
that session. I felt that that was r e a l l y  i n f l e x i b l e  actually.
Just b e c a u s e  I m e a n  I w o r k  in a s l i g h t l y  m o r e  fl e x i b l e  way with
p a t i e n t s .  If t h e y  c a n ' t  m a k e  a n  a p p o i n t m e n t  I ' l l  t r y  a n d  
r e a r r a n g e  it for them. I just t h o u g h t  it was, you know I did get 
quite a n g r y  ab o u t  the i n f l e x i b i l i t y  of things there. Um and also 
the fact that it w a s  so short, the t herapy and a lso the fact that 
Dr. H e a l e y  w o u l d n ' t  refer me to see a n y b o d y  else to c o n t i n u e  with  
it I felt quite a n g r y  about really.
Do you feel you w e r e  u n d e r s t o o d ?
Um I t h i n k  he e m p a t h i s e d  w i t h  me or - yeh I thi n k  that's p r o b a b l y  
there but um he c e r t a i n l y  d i d n ' t  let me k n o w  that he understood.
I m e a n  m a y b e  b u t  I d i d n ' t  g e t  a n y  f e e d b a c k  f r o m  t h a t  h e  d i d  
u n d e r s t a n d .
Mmm. In very g eneral terms how w o u l d  you d e s c r i b e  the q u a l i t y  of
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y o u r  life now?
Mmm. Oh  dear, yeh. M m m  I d o n ' t  know, I think m a y b e  less u n h a p p y  
than I was but um I am  still q u i t e  w o r r i e d  t hat this a n x i e t y  is 
g o i n g  to stay with me long term so p r o bably q u i t e  d e p r e s s e d  about  
t h a t .  Q u a l i t y  of l i f e  - I d o n ' t  k n o w .  I d o n ' t  t h i n k  i t ' s  
c h a n g e d  dramatically.
Mmm. How do you feel a b o u t  the future?
Mmm. Have to be o p t i m i s t i c  I s u p p o s e  (laughing). Um -
Sorry? Have to be o p t i m i s t i c  a b o u t  it. Um I'm c o n c e r n e d  that 
the future is that I am g o i n g  to suffer from this p r o b l e m  into 
the future, yes. Um but I'm o p t i m i s t i c  that p e r h a p s  I can, can 
get ove r  it. Maybe it is a sh o r t  term thing. I d o n ' t  know. I 
d o n ' t  feel, I don't feel too b a d  about the future. I'm not too 
w o r r i e d  about it.
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S'tr-e-'OCvV - Pre-Therapy - 24th February
W o u l d  y o u  t e l l  m e  a b o u t  y o u r  life?
A b o u t  m y  life? W h e r e  do  I begin? Um I ' m  a p o l i c e m a n ,  have b een
a p o l i c e m a n  for the p a s t  30 years. I s u p p o s e  r e a l l y  t hat sums up
t h e  m a j o r  p a r t  of m y  l i f e  s i n c e  i t ' s  w h a t  I ' v e  b e e n  d o i n g .  
M a r r i e d ,  t w o  c h i l d r e n .  Is t h a t  m y  l i f e  or is t h a t  me? I d o n ' t  
k n o w ,  I ' m  n o t  s u r e  h o w  t o  d e f i n e  t h e  g u e s t i o n .  B u t  no, I ' m  a 
p o l i c e  o f f e r  and h a v e  b e e n  a p o l i c e  o f f i c e r  for t h e  p a s t  30 years  
a n d  e n j o y e d  -it for t h e  m o s t  p a r t  u n t i l  f a i r l y  r e c e n t l y .  T h a t ' s  
all really. I've a l w a y s  b e e n  fairly h a p p y  w i t h  life, enj o y e d  it,
not m u c h  to say a b o u t  it really.
W h a t  a b o u t  y o u r  s o c i a l  life?
T h a t ' s  n o t  t o o  bad. I t ' s  lik e  e v e r y t h i n g  else, it h a s  its ups  
a n d  d o w n s .  I ' m  not, I g u e s s  by n a t u r e  a v e r y  s o c i a l  p erson. I 
b e l i e v e  s o m e t h i n g  ... b y  a n d  la r g e  b u t  I h a v e  a s o c i a l  life. I 
b e l o n g  to  a n u m b e r  of c l u b s  a n d  .. o t h e r  p e o p l e  t o  t a l k  to a n d
c h a t  t o  a n d  h a v e  a c o u p l e  o f  d r i n k s  w i t h  a n d  s o  y e s  I ' m  a
r e a s o n a b l e  soci a l  I w o u l d  guess.
W e l l  c o u l d  y o u  t e l l  m e  a l i t t l e  b i t  m o r e  in d e p t h  a b o u t  y o u r  
r e l a t i o n s h i p s ?
Um, do you m e a n  f a m i l y  r e l a t i o n s h i p s  or r e l a t i o n s h i p s  outside?
All k i n d s  of r e l a t i o n s h i p s .
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I w o u l d  g u e s s  t h a t  I d o n ’t h a v e  a n y  s t r o n g  r e l a t i o n s h i p s  a p a r t  
f r o m  w i t h  m y  w i f e  a n d  f a m i l y .  I h a v e  no r e l a t i o n s h i p s  o u t s i d e  
t h e  f a m i l y  e n v i r o n m e n t .  U m  o n e  o r  t w o  f r i e n d s ,  p o s s i b l y  o n e  
c l o s e  f r i e n d .  T h e  c l o s e s t  f r i e n d  I h a d  d i e d  ... y e a r s  a g o  I 
g u e s s .  W e  w e r e  n e i g h b o u r s ,  h e  w a s  r e a r e d  in t h e  s a m e  s o r t  of 
area, as fa m i l i e s  we d i d  t h i n g s  t o g e t h e r  and so on b u t  he  d i e d  I 
g u e s s  a b o u t  5 y e a r s  ago ...
W a s  t h a t  ...• r e l a t i o n s h i p  b e t w e e n  y o u  a n d  h i m  or w a s  it y o u  a n d  
y o u r  w i f e  and him and his wif e ?
€
Y e s  it w a s  t h a t  s o r t  of  r e l a t i o n s h i p ,  a f a m i l y ,  t w o  f a m i l i e s  
r a t h e r ,  a n d  i n d e e d  o u r  c h i l d r e n ,  w h i c h  c o i n c i d e n t a l l y  w e r e  t h e 
s a m e  age. B u t  I w o u l d  s a y  t h a t  h e  a n d  I w e r e  f a i r l y  c l o s e  in 
t h a t  w e  e x c h a n g e d  c o n f i d e n c e s  a n d  w e  d i s c u s s e d  t h i n g s  t o g e t h e r  
t h a t  p r o b a b l y  I w o u l d  be r e l u c t a n t  to d i s c u s s  w i t h  o t h e r  p e o p l e
n o w  I h a v e  n o b o d y  l i k e  t h a t  a p a r t  f r o m  h i s  w i f e ......... b u t  I
c a n ' t  t h i n k  of a n y b o d y  e l s e  t h a t  I e n j o y  t hat same f r i e n d s h i p  and  
p e r s o n a l  c l o s e n e s s  w i t h  if y o u  like, b u t  w e  h a d  a lot in c o m m o n  
it's one of those things, but t h e r e  is n o b o d y  else r e a l l y  t h a t  I 
can t h i n k  of that I am t h a t  c l o s e  t o .......
W e r e  you v e r y  sad w h e n  he di e s ?
Yes
W h a t  a b o u t  t h e  r e l a t i o n s h i p  w i t h  y o u r  w i f e  c o u l d  y o u  d e s c r i b e  
t h a t  a l i ttle bit?
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W e ' v e  b e e n  m a r r i e d  s o m e  27, 28 y e ars. W e ' v e  h a d  o u r  p r o b l e m s  m y  
w i f e  a n d  I o v e r  t h e  y e a r s  b u t  of late t h i n g s  s e e m  t o  h a v e  b e e n  
m u c h  b e t t e r  w e  a r e  a l o t  c l o s e r  n o w  t h a n  w e  w e r e  s a y  10 y e a r s  
a g o .  W e  h a d  t o  g e t  m a r r i e d  m y  w i f e  w a s  p r e g n a n t  w h e n  w e  g o t  
m a r r i e d .  S h e  is a l s o  N o r w e g i a n  a n d  t h a t  l e d  t o  o n e  o r  t w o  I 
w o u l d  say cu l t u r a l  p r o b l e m s  r e a l l y  and I w o u l d  guess 11 y e a r s  of 
o u r  m a r r i a g e  wer e  u n h a p p y  but ... c h i l d r e n . . .  we  s t a y e d  t o g e t h e r  
a n d  n o w  I t h i n k  it's q u i t e  g o o d  i t's q u i t e  a g o o d  r e l a t i o n s h i p
Y o u  m e a n  the s t r a i n  of the c h i l d r e n  ....
€
N o  m a n y  of t h e  p r o b l e m s  w e  h a d  w e r e  f i n a n c i a l  p r o b l e m s  and h e r  
a s p i r a t i o n s  sh a l l  w e  s a y  w e r e  c o n s i d e r a b l y  h i g h e r  t h a n  m i n e  a n d  
t h a t  led to stress - h e r  b e l i e f  t h a t  I w a s  u n d e r  p e r f o r m i n g  s h a l l  
w e  s a y  in the job t h a t  my  a m b i t i o n s . . . .  t h i s  led to all sorts of 
s t r a i n s  - h e r  m o t h e r  in p a r t i c u l a r  w a s  a v e r y  h o w  s h a l l  we s a y  
s o c i a l l y  aware per s o n -
Y o u  m e a n  snobbish?
Yes. Yes th e i r  s t a n d a r d  of l i v i n g  o u t  t h e r e  it has to be s aid is 
m u c h  h i g h e r  than ours h e r e  a n d  t h e  fact t h a t  she had t w o  b r o t h e r s  
a n d  s i s t e r  w h o  live in v e r y  e x p e n s i v e  d e t a c h e d  h o u s e s  in a n i c e  
p a r t  of N o r t h  N o r w a y  c o m p a r e d  to  o u r  l i t t l e  s u b u r b a n  s e m i  as I 
s a i d  led to all s o r t s  of p r o b l e m s ,  p l u s  of c o u r s e  t h e  c h i l d r e n  
a n d  t h e  stre s s  in v o l v e d  and p l u s  t h e  fac t  t h a t  I .... a w a y . . . .  to 
m a k e  m o n e y  and as I s a i d  t h i s  l e d  to f i n a n c i a l  p r o b l e m s  b u t  I 
t h i n k  n o w  f i n a n c i a l l y  w e  a r e  r e a s o n a b l y  w e l l  o f f  w e  e n j o y  a
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certain.... company her aspirations nave I guess cnangea over m e  
years.......
W h a t  a b o u t  y o u r  s e x u a l  life over the years?
I t ' s  o f  l a t e  - n o t  - I d o n ' t  k n o w  w e  a r e  t a l k i n g  a b o u t  a 
d i f f i c u l t  area for m e  a n y w a y
It's all r i g h t  I u n d e r s t a n d
M y  w i f e  w a s  the f i r s t  p e r s o n  t h a t  I knew s e x u a l l y  a n d  a p a r t  from 
o n e  m i n o r  i n c i d e n t  t h r e e  or f o u r  y e a r s  a g o  h a s  b e e n  m y  o n l y  
s e x u a l  p a r t n e r .  I w o u l d n ' t  s a y  in t r u t h  by m y  d e f i n i t i o n  a n y w a y  
m y  sex life had b e e n  t o t a l l y  satisfactory. In t r u t h  I d o n ' t  k n o w  
h o w  s h e  f e e l s  a b o u t  it b e c a u s e  s h e  w o n ' t  t a l k  a b o u t  it. S h e  
f i n d s  s e x  a m a t t e r  t h a t  is d o n e  a n d  n o t  d i s c u s s e d  o r  t a l k e d  
about. In fact o n e  of t h e  p r o b l e m s  I guess is the i n a b i l i t y  on 
h e r  p a r t  t o  d i s c u s s  a n y  p r o b l e m s  t h a t  w e  m a y  h a v e ,  s h e  is 
p o s s i b l y  a l i t t l e  r e p r e s s e d . . . .  I feel t h a t  s h e ' s  m a y b e  a bit 
r e p r e s s e d  but I d o n ' t  know. I h a v e  no c r i t e r i a  on w h i c h  to base 
m y  s e x u a l  b e h a v i o u r  u p o n  l i k e  o t h e r  people. I t h i n k  t h a t  t h e r e  
m a y  be m ore to it t h a n  we  h a v e  t o g e t h e r  but I h a v e  no r e a l  w a y  of 
t e l l i n g  t h a t  it h a d  t o  be said, so yes of l a t e  I g u e s s  m y  o w n  
s e x u a l ,  I ' v e  n o t  b e e n  as i n t e r e s t e d  in t h e  p a s t  t w o  o r  t h r e e  
ye a r s  as m a y b e  I w a s  b efore, I s u s p e c t  that she is b u t  b e c a u s e  of 
m y  lack of i n t e r e s t  s h e  d o e s n ' t  m a k e  an issue of  it. A g a i n  it's 
n o t  s o m e t h i n g  t h a t  s h e  w i l l  t a l k  about, t h a t  w e  c a n  t a l k  a b o u t  
e a s i l y  t o g e t h e r  so m a y b e  t his is t h e  p r o b l e m  h e r e  I d o n ' t  r e a l l y  
know.
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T h a t  l e a d s  us to o u r  n e x t  q u e s t i o n  c a n  y o u  t e l l  m e  a b o u t  y o u r  
d i f f i c u l t i e s  i n  g e n e r a l  t e r m s  w h i c h  l e d  y o u  t o  s e e k  
p s y c h o t h e r a p y ?
W e l l  in g e n e r a l  t e r m s  I f e l t  t h a t  I h a d  a p r o b l e m s  w i t h  w o r k .  
T h e  j o b  g e t s  v e r y  s t r e s s f u l  at t i m e s  a n d  I h a v e  a l w a y s  b e e n  a 
f a i r l y  p l a c i d  a n d  m i l d  s o r t  of individual, n o t  g i v e n  to  t e m p e r  or 
e v e n  to g e t t i n g  too e x c ited, always b e e n  f a i r l y  q u i e t  a n d  r e l a x e d  
b u t  of late I h a v e  t e n d e d  to o v e r - r e a c t  to s i t u a t i o n s  a n d  b e c o m e  
r a t h e r  v i o l e n t  and at f i r s t  I di d n ' t  t h i n k  m u c h  of t h i s  ... just 
t h e  w o r k  e n v i r o n m e n t  .. g e t t i n g  to the s i t u a t i o n s  w h e n  v i o l e n c e  
o c c u r s  and b e c o m e s  in a w a y  p a r t  of y o u r  life b u t  w h e n  it s t a r t e d  
t o  o c c u r  ... a n d  w e  h a d  a n  i n c i d e n t  w i t h  m y  s o n  w h e r e  I o v e r ­
r e a c t e d  q u i t e  b a d l y  a n d  m y  w i f e  a n d  d a u g h t e r ,  w h o  w e r e  a w a r e  of 
w h a t  h a p p e n e d  ... t h a t  I w a s  not r e a c t i n g  in a m a n n e r  w h i c h  w a s  
n o r m a l  a n d  m y  w i f e  e x p r e s s e d  h e r s e l f  so s t r o n g l y  t h a t  s h e  f e l t  
t h a t  I oug h t  to seek s o m e  s o r t  of a d v i c e  a b o u t  t h e  s i t u a t i o n  - u m  
w h y  it w o u l d  a n d  was a f f e c t i n g  our r e l a t i o n s h i p .  I t e n d e d  w i t h  
h e r  - I've ne v e r  s t r u c k  her, I've ... v i o l e n t  ... v e r y  v e r y  a n g r y
a n d  a b u s i v e  a n d  so o n  ... a n d  so  it w a s  a n d  is a f f e c t i n g  m y
r e l a t i o n s h i p s  w i t h  p e o p l e  I c are ab o u t  and so she s u g g e s t e d  t h a t  
I o u g h t  to t alk to my d o c t o r  a b o u t  it, w h i c h  is w h a t  I d i d  a n d  he
f e l t  t h a t  I w a s  s u f f e r i n g  f r o m  a n  a n x i e t y  s t a t e .  I h a d  a n
i n c i d e n t  a t  w o r k  w h e r e  I r e a c t e d  q u i t e  s t r o n g l y  a n d  q u i t e  
v i o l e n t l y  and a s s a u l t e d  someb o d y .  T h i s  h a p p e n e d  twice, t h e  f i r s t  
t i m e  I - o t h e r  p e o p l e  s a w  it ... t h e  s e c o n d  I w a s  o n  m y  o w n  in 
the p o l i c e  s t a t i o n  and s o m e o n e  came in and I w a s  f r i g h t e n e d  by  m y  
o w n  r e a c t i o n  a n d  of c o u r s e  y o u  c a n ' t  as a p o l i c e m a n  g o  a r o u n d
h i t t i n g  p e o p l e  w i l l y - n i l l y  b e c a u s e  t h e y  say r n i n g s  t h a t  y o u  do n ' t  
like. So q u i t e  o b v i o u s l y  ... u m  a p r o b l e m ,  t h e  w h o l e  s i t u a t i o n  
w a s  g e t t i n g  out of hand. A n d  so as I sai d  I saw my  d o c t o r  and he 
s a i d  ... go b a c k  to w o r k  f o r  a w h i l e  a n d  t a k e  s o m e  t i m e  o f f  and  
s e e  w h a t  h a p p e n s .  He o f f e r e d  t r a n q u i l l i s e r s  a n d  so on, w h i c h  I 
r e j e c t e d  b e c a u s e  I d o n ' t  r e a l l y  fee l  t h a t  t h a t ' s  t h e  a n s w e r  to 
t h e  p r o b l e m .  ... of c o u r s e  I  see p e o p l e  g e t t i n g  i n v o l v e d  w i t h  
t h i s  t r a n q u i l l i s e r  t h i n g  a n d  I f eel t h a t  i t ' s  s o m e t h i n g  t h a t  I 
h a v e  t o  r e s o l v e  in s ome o t h e r  way. So any w a y  t h e  s i t u a t i o n  w i t h  
m y  j o b  is t h a t  w h e n  I ' m  off w o r k  for any l e n g t h  of t i m e  w e  have, 
t h e  p o l i c e  f o r c e  h a v e  a c h i e f  m e d i c a l  o f f i c e r  a n d  .... o f f  w o r k  
f o r  6 o r  8 w e e k s  ... c a l l e d  u p  to s e e  h i m  t o  f i n d  o u t  w h a t  he
p r o b l e m  is ... w h a t  is to  be done. A n d  so I w e n t  to see h i m  and
h e  s u g g e s t e d  t h a t  I s e e  w h i c h  is in  f a c t  w h a t
h a p p e n e d .  I saw and t h i n g s  w e n t  on f r o m  there.
So t h e s e  a r e  t h e  w a y s  - a r e  t h e r e  a n y  o t h e r  w a y s  in w h i c h  y o u  
h av e  t r i e d  to cope w i t h  y o u r  d i f f i c u l t i e s  up til l  now?
No, n o  n o t  real l y .  I t ' s  j u s t  s o m e t h i n g  t h a t  I f e e l  I h a v e  to  -
w e l l  f o r  a w h i l e  y o u  d o n ' t  i d e n t i f y  t h a t  y o u  h a v e  d i f f i c u l t i e s .
I m e a n  n o w  in r e t r o s p e c t  I can see l o o k i n g  b a c k  o v e r  a p e r i o d  of 
t i m e  u m  b u t  no, I u s e d  to d r i n k  h e a v i l y ,  p o s s i b l y  at o n e  t i m e  
but t h a t  ... u m  a n d  I s t i l l  d r i n k  ...I d o n ' t  d r i n k  u n t i l  I ' m  
d r u n k  a n y m o r e .  I s l e e p  b e t t e r  w h e n  I ' v e  h a d  a S c o t c h  or  b r a n d y  
so in a w a y  m a y b e  t h a t  w a s  a r e a c t i o n  to  it b u t  no, t h e r e ' s  no 
other w a y  t h a t  I soug h t  to r e s o l v e  t h e  p r o b l e m .  I d o n ' t  k n o w  of 
any o t h e r  w a y  to r e s o l v e  t h e  p r o b l e m  in t r u t h .  I d o n ' t  e v e n  
know, d e e p  down, w h a t  t h e  p r o b l e m  is.
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Mmm. So it was a d o c t o r ' s  d e c i s i o n  t h a t  yo u  s h o u l d  s e e k  t h e r a p y ?  
Y e s .
W h a t  w a s  the doctor's, t h e  chief m e d i c a l  o f f i c e r ' s  a t t i t u d e  w h e n  
y o u  c a m e  with t h e s e  k i n d s  of p r o b l e m s ?
Urn, I s u s p e c t  h e ' d  m e t  t h e  s a m e  k i n d s  of p r o b l e m s  b e f o r e .  Urn, 
i t's imparti-al. I m e a n  b e a r i n g  in m i n d  t h a t  t h e  c h i e f  m e d i c a l  
o f f i c e r  s e e s  ... a t t e n d s  at S c o t l a n d  Y a r d  m u s t  s e e  ... d o z e n  
p e o p l e  a day a n d  s t r e s s ,  if i n d e e d  m y  p r o b l e m  is s t r e s s ,  a n d  I 
s u s p e c t  it  is urn is  a f a i r l y  c o m m o n  t h i n g  i n  t h e  p o l i c e  
f o r c e .  ... a l l  t h e  t i m e  in a s t r e s s f u l  s i t u a t i o n  e r  a n d  so I 
s u s p e c t  it w a s  n o t h i n g  n e w  to  him. H e  w a s  f a i r l y  o p e n - m i n d e d  
a b o u t  it and s a i d  y o u  a p p e a r  to h a v e  a p r o b l e m ,  y o u  s h o u l d  s e e  
P r i t c h a r d ,  h e ' s  an  e x p e r t  a n d  t a k e  h i s  a d v i c e  a n d  i n d e e d  t h a t ' s  
w h a t  I ' v e  d o n e .  I ' v e  b e e n  b a c k  t o  s e e  h i m  s i n c e  a n d  h e ' s  
s u g g e s t e d  or ... m a y b e  I o u g h t  to  c o n s i d e r  l e a v i n g  t h e  p o l i c e  
f o r c e  as an o ption. I t ' s  n o t  s o m e t h i n g  t h a t  I ' d  c o n s i d e r e d  u p  
u n t i l  t h e n  .... m y  w i f e  l i v e  ...
It s o u n d s  q uite d r a s t i c  to leave y o u r  job?
Urn yes, m a y b e  it is b u t  I ' m  a b l e  to l e a v e  m y  j o b  w i t h  a p e n s i o n  
mow. I ' v e  b e e n  a p o l i c e m a n  f o r  j u s t  o v e r  30 y e a r s .  Urn I ' m  50 
mow, I c a n  stay on u n t i l  I'm 55, w h i c h  is t h e  age t h a t  .... Y e s  
I t  m a y  s o u n d  d r a s t i c  b u t  a t  t h e  s a m e  t i m e  I h a v e  to  t h i n k  a b o u t  
it s ome tim e  in t h e  n e x t  5 y e a r s  and t i m e  is ... w h e n  it h a s  g o t
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t o  b e  a factor. Um I've b e e n  off si n c e  August, I h a v e n ' t  been to  
w o r k  s i n c e  A u g u s t  a n d  I d o n ' t  k n o w  h o w  I w i l l  r e a c t  w h e n  I g o  
back. M o s t  p o l i c e  o f f i c e r s  r e t i r e  rou n d  a b o u t  30 or so ... abo u t  
3 0 y e a r s '  service, w h i c h  is t h e  s t a g e  t h a t  I ' v e  r e a c h e d .  A n d  I 
t h i n k  w h e n  h e  s u g g e s t e d  t h a t  i t ' s  n o t  s u g g e s t i n g  s o m e t h i n g  
e x t r a o r d i n a r y  o r  a n y t h i n g ,  h e  w a s  s u g g e s t i n g  t h a t  it m i g h t  b e  
a p p r o p r i a t e  t o  m e  if I ' m  h a v i n g  t h e s e  s o r t  of  p r o b l e m s  a n d  
p a r t i c u l a r l y  if t h e s e  s o r t  of p r o b l e m s  a r e  of  a w o r k  s i t u a t i o n  
r a t h e r  t h a n  a h o m e  s i t u a t i o n  but the stress, a n x i e t y  or w h a t e v e r  
is i n d u c e d  b y  w o r k  I s u p p o s e  t h e n  it w o u l d  b e  r e a s o n a b l e  t o  
c h a n g e  t h e  job. I m e a n  it s e e m s  l o g i c a l  t o  m e  ... r e a s o n a b l e  
o p t i o n .
Yes, mhm. I w a n t  you to n o w  t h i n k  back ab o u t  y o u r  i n t e r v i e w  w i t h
Dr • v. ...
Yes.
W a s  t h e  i n t e r v i e w  w h a t  y o u  h a d  e x p e c t e d ?
I d i d n ' t O  have and d o n ' t  h a v e  any e x p e c t a t i o n s  a b o u t  it. W h a t  I 
k n o w  of p s y c h o t h e r a p y  is t h e  sort of n o n s e n s e  t h a t  one sees on T V  
a n d  re a d s  about. So by  a n d  l arge I h a v e  a f a i r l y  ope n  m i n d  a b o u t  
it or I h a v e n ' t  h a d  a p r e c o n c e p t i o n  of w h a t  w a s  i n v o l v e d .  I ' m  
n o t  a l t o g e t h e r  sure but if it o f f e r s  a n y  s o l u t i o n  ...so I d i d n ' t  
h a v e  a n y  p r e c o n c e i v e d  n o t i o n s  a b o u t  Dr. f7 * ’ t o - ■ t.d. He w a s  j u s t  
s o m e b o d y  t h a t  I w e n t  to  s e e  b e c a u s e  I w a s  a d v i s e d  to go  a n d  s e e  
him. He  was a v e r y  s o r t  of  s y m p a t h e t i c  i n d i v i d u a l  w h o  s a i d  h e  
f e l t  t h a t  I m a y  n e e d  or  t h a t  p s y c h o t h e r a p y  m a y  be b e n e f i c i a l  t o
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m e  and that I  ought to consider it and I  said Yes, u k .
Mmm. L o o k i n g  b a c k  on t h e  i n t e r v i e w ,  do  y o u  w i s h  t h a t  y o u  h a d  
t a l k e d  a b o u t  o t h e r  t h i n g s ,  o t h e r  t h i n g s  t h a n  y o u  d i d  at  t h e  
in t e r v i e w ?
I t h i n k ,  I t h i n k  no. I t h i n k  a l l  t h e  t h i n g s  t h a t  I m e n t i o n e d  
were, w e r e  r e l e v a n t  to t h e  problem.
Do y o u  feel y o u  left a n y t h i n g  out of any s i g n i f i c a n c e ?
No, t h e r e ' s  n o t h i n g  I c a n  th i n k  of ...
Did y o u  feel y o u  w e r e  u n d e r s t o o d ?
Yes, yes. I f e l t  t h a t  he, t h a t  I e x p l a i n e d  m y  s i t u a t i o n  to h i m  
t hat he  f o l l o w e d  w h a t  I  w a s  saying. He m a d e  o n e  or t w o  co m m e n t s  
w h i c h  I  d i d n ' t  a g r e e  w i t h  but I felt b y  and large tha t  ....
OK. N o w  t h a t  y o u ' v e  got this far, w h a t  are y o u r  e x p e c t a t i o n s  of 
th e r a p y ?
I d o n ' t  k n o w  b u t  I w o u l d  g u e s s  t h a t  I ' m  g o i n g  to s i t  d o w n  w i t h  
s o m e b o d y  like y o u r s e l f  a n d  t a l k  a b o u t  w h a t  a i l s  me  r e a l l y  and I  
d o n ' t  k n o w  m o r e  a b o u t  it t h a n  that. I  h a v e  a s s u m e d  t h a t  t h e r a p y  
is a m a t t e r  of t a l k i n g  o u t  a s i t u a t i o n  a n d  I  d o n ' t  k n o w  w h e t h e r  
that is c o r r e c t  or not. T h a t ' s  as m u c h  as I u n d e r s t a n d  a b o u t  it 
a n d  I d o n ' t  r e a l l y  b e l i e v e  t h a t  t h e r e  a r e  a n y  s o l u t i o n s  r e a l l y  
t h a t  y o u  c a n ' t  t h i n k .  I t ' s  a m a t t e r  of t r y i n g  to r e s o l v e  t h e
p r o b l e m s  by d i s c u s s i n g  them, t a l k i n g  about then. A n d  t h a t ' s  w h a t  
I u n d e r s t a n d  by therapy.
Y o u  d o n ' t  h ave any ideas as to w h e r e  y o u  w o u l d  w a n t  to be at  the 
e n d  of  t h e r a p y ?
A t  t h e  e n d  of t h e r a p y  I w o u l d  w a n t  t o  be a s o r t  of r e a s o n a b l y  
b a l a n c e d ,  I h e s i t a t e  to  u s e  t h e  w o r d  s a n e  b u t  urn s o r t  of n o r m a l  
h u m a n  b e i n g  w i t h  no sort of hang-ups, or at l e a s t  I've g o t  h a n g ­
u p s  b u t  at  l e a s t  to k n o w  t h e y  are t h e r e  a n d  t o  b e  a b l e  t o  c o p e  
w i t h  th e m .  U m  t h e  p r o b l e m  it s e e m s  to  me is t h a t  I d o n ' t  k n o w  
h o w  t o  c o p e  w i t h  me, if y o u  l i k e  a n d  t h e  s i t u a t i o n .  I d o n ' t  
k n o w  h o w  to cont r o l  m y s e l f  f rom t i m e  t o  time a n d  I w o u l d  h o p e  at 
t h e  e n d  o f  t h e r a p y  t o  h a v e  t h a t  c o n t r o l ,  if y o u  l i k e .  A n d  
a l t h o u g h  I m a y  be u p s e t  o r  w h a t e v e r  at  l e a s t  t h e n  I ' m  a b l e  to 
u m  ... in s o m e  w a y  a n d  n o t  r e a c t  in t h e  w a y  t h a t  I do. A n d  so 
yes, I mea n ,  yes, t h a t ' s  h o w  I feel t h a t  I w o u l d  r e g a i n  if y o u  
like, s o m e  d e g r e e  of self c o n t r o l  ...
Mmm, mmm. A r e  t h e r e  a n y  e x t e r n a l  c i r c u m s t a n c e s  t h a t  y o u  s e e  as 
e i t h e r  h e l p i n g  or h i n d e r i n g  y o u r  a t t e m p t s  t o  d e a l  w i t h  y o u r  
d i f f i c u l t i e s  ...
E x t e r n a l  f a c t o r s ?  U m  y e s .  I t h i n k  a n y w a y .  Y o u  s e e  I, i t ' s  
d i f f i c u l t  for me to k n o w  h o w  some f a c t o r s  in m y  life are c a u s i n g  
p r o b l e m s .  W h e t h e r  t h e y  a r e  jus t  t h e r e  all t h e  t i m e  or  w h e t h e r  
t h e y  a r e  s o m e  of t h e  t h i n g s  t h a t  a r e  a f f e c t i n g  me. I d o  h a v e  
p r o b l e m s  a t  work. Um w i t h  t h e  a c t u a l  j o b  i t s e l f  a n d  t h e  w a y  I 
react to it, .... the p o l i c e  force now, t h e  t h i n g s  t h a t  I l e a r n e d
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t o  d o  a n d  t h e  s t a n d a r d s  w h i c h  I w a s  t a u g h t  as a y o u n g  p o l i c e  
o f f i c e r  no longer see m  to  apply and I have a p r o b l e m  r e l a t i n g  to 
t h e  p o l i c e  force as it is now and t h e  way t h a t  I h a v e  b e e n  acting 
as a p o l i c e  o f f i c e r  for t h e  p a s t  year. Th e r e  are p r o b l e m s  w i t h i n 
m y  f a m i l y  and my  son w h i c h  are d i s t r e s s i n g .
Yes.
E r  b u t  w h e t h e r  t h a t  h a s  a n y  b e a r i n g  on  t h e  w a y  t h a t  I h a v e  
b e h a v e d  in 'the v i o l e n t  s i t u a t i o n s  I d o n ' t  know.
Mmm. H a v e  y o u  s e e n  t h a t  t h e s e  f a c t o r s  a r e  p e r h a p s  t h i n g s  t h a t  
a f f e c t  y our -
T h e y  are, yes they are all f a c t o r s  w h i c h  it see m s  to m e  w h i c h  are 
p o t e n t i a l l y  r e l e v a n t  to the s i t u a t i o n .  Um t h e y  are t h e  o n l y  ones 
w h i c h  at t h i s  s t a g e  a n y w a y  I c a n  s e e  h a v i n g  a b e a r i n g  on them. 
T h e r e  m a y  be other ones b u t  t h e y  are the o nly ones at t h e  m o m e n t  
w h i c h  w o u l d  s e e m  to me to  ....
Mmm. A r e  t h e r e  c i r c u m s t a n c e s  t h a t  y o u  w o u l d  w a n t  to c h a n g e  in 
this -
A g a i n  I d o n ' t  r e a l l y  k n o w  h o w  to, w h a t  you m e a n  by t h e  question.
Y e s  I m e a n  i t ' s  a b i t  r e p e a t i n g  i t  b u t  g i v e n  t h e  t w o  
c i r c u m s t a n c e s ,  w o u l d  y o u  a c t u a l l y  w a n t  to  c h a n g e ,  w o u l d  y o u  
a c t u a l l y  s o m e h o w  w a n t  to do s o m e t h i n g  about them? Y o u  m e n t i o n e d  
tha t  you w e r e  c o n s i d e r i n g  p e r h a p s  l e a v i n g  the p o l i c e  f o r c e ?
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T h e r e ' s  n o t h i n g  y o u  c a n  do  to m a k e  y o u r  r e l a t i o n s h i p  b e t t e r  or 
t h e  s i t u a t i o n  b e t t e r  w i t h  y o u r  son?
No, I w a n t  to m a k e  t h e  s i t u a t i o n  b e t t e r  but w e  d o n ' t  c o m m u n i c a t e  
t o o  well. I w o u l d  l i k e  to c h a n g e  t h a t  b u t  I d o n ' t  k n o w  h o w  to.
No, I d o n ' t  k n o w  h o w  to.
M m m , O K .
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_________________- Post Therapy Interview with ______
Now I'm on a two hour m eter or ... can we?
I w o u l d  i m a g i n e  w e  w o u l d  be  f i n i s h e d  b e f o r e  t h e n .  Um, w e l l  
thanks for coming, th a n k  you v e r y  m uch for h e l p i n g  me. How are 
you f eeling now?
OK, OK.
Do you t hink the w a y  y o u ' r e  l o o k i n g  at yur life has c h a n g e d  as a 
result of t h e r a p y ?
Yes.
How?
D i f f i c u l t  to e v a l u a t e  a n d  to e x p r e s s  um, I'm p r o b a b l y  m o r e  
r e l a x e d  about s ome things. I'm e a s i e r  about some t h i n g s  t han I 
was b e f o r e  u m , e a s i e r  in some sit u a t i o n s .  Um, I s u p p o s e  I look 
at things d i f f e r e n t l y  now from what I did ...
Wha t  do you mean, like for in s t a n c e  wh a t ?
Well I s u p p o s e  som e  r e l a t i o n s h i p s ,  some perso n a l  r e l a t i o n s h i p s  
and um, in some i n s t a n c e s  the way that I a p p roach p e o p l e  and deal 
with situations.
You talked ab o u t  your d i f f i c u l t  r e l a t i o n s h i p  w ith your son.
Y e s .
Has that ch a n g e d ?
Not markedly, no. I d o n ' t  thi n k  t h a t  is s o m e t h i n g  w h i c h  is you
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can a c t u a l l y  c h a n g e  very much in the short term. ... a long-term 
s i t u a t i o n  .. find some common g r o u n d  if you like.
Mmm. C a n  you see that happening?
No. I mea n  there is an immediate p roblem in that my son is up in 
M i d d l e ~ s b o r o u g h  a t  C o l l e g e  a n d  I ' m  d o w n  h e r e  so t h e r e  is no 
c o m m u n i c a t i o n  b e t w e e n  us at all.
Yes, yes.
on a p e r s o n a l  bas i s  I don't r e a l l y  see that there can be. I'm 
not a g r e a t  p e r s o n  f o r  s i t t i n g  d o w n  a n d  w r i t i n g  l e t t e r s  a n d  
e x p r e s s i n g  m y s e l f  that w a y  and d u r i n g  the c o u r s e  of t h e r a p y  I 
tried to do that.
M m m .
a s i d e  ... a n d  t r y  a n d  .. n o w  r a t h e r  t h a n  w h a t ' s  g o n e  b e f o r e
• . .xat o t h e r  r e l a t i o n s h i p s  do you feel have c h a n g e d  or w h a t  do you 
a d i f f i c u l t  one.
Yes, yes, that too has changed. I think w e ' r e  far m o r e  r e l a x e d  
and m o r e  c o m f o r t a b l e  w i t h  each other. T h e r e ' s  st i l l  p r o blems 
there, I w o u l d n ' t  d e n y  that but um I suppose in some w a y s  I'm 
more ... in a t t i t u d e  now than I d i d  before. My e x p e c t a t i o n s  are 
p o s s i b l y  ... I d o n ' t  know, but as I said, but c e r t a i n l y  w e ' r e  
more c o n f i d e n t  in eac h  o t h e r ' s  c o m p a n y  tha n  we w e r e  b e f o r e .  So 
you know, it has c h a n g e d . ..
(STEVEN) Appendix 3
Transcripts of before and after interviews i
How about sex?
T h a t ' s  h a rdly c h a n g e d  at all. My sex life is v i r t u a l l y  nil. Um 
t h a t  w a s  to m e  o n e  o f  t h e  p r o b l e m s  a n d  s t i l l  is o n e  of the 
p r o b l e m s .  And I do n ' t  real l y  know how to r e s o l v e  tha t  w i t h i n  the 
m a r r i a g e .  The only, y o u  k n o w  from my point of v i e w  it leaves me 
in a p o s i t i o n  w h e r e  I w a n t  to look outside of m a r r i a g e  but I feel 
t h a t  there's a sort of c e r t a i n  b e t r a y a l  i n v o l v e d  in that sort of 
s i t u a t i o n .
M m m .
T h a t  h a s n ' t  c h a n g e d  v e r y  much. I m e a n  that was h o w  I felt about 
that b e fore and that's one of the ... I real l y  h a v e n ' t  resolved. 
I mea n  I'm d o i n g  s o m e t h i n g  wh i c h  ... and I haven't.
Yes, yes. W hat o p t i o n s  do y o u  see in terms of  t h e  future. I 
me a n  we talked about the way you see the future w i t h  you and your 
son that you might wor k  on that. What about you and y o u r  wife?
I d o n ' t ,  to  b e  h o n e s t  I d o n ' t ,  i n  t e r m s  o f  t h e  s e x u a l
r e l a t i o n s h i p  I d o n ' t  t h i n k  t h e r e ' s  very much t h e r e  to w o r k  on. 
in truth. Um, I thi n k  if we b o t h  sat down a n d  a n a l y s e d  it and 
t a l k e d  a b o u t  th e r e  is a sort of  c e r t a i n  sort of s e x u a l  b o r e d o m  
t h e r e  for wan t  of a b e t t e r  e x p r e s s i o n .  Um I'm a w a r e  of it and 
I'm sure that she's n o t  r e a l l y  inte r e s t e d  for tha t  reason. If 
you take the sort of s e x  par t  of the r e l a t i o n s h i p  a n d  put that 
a s i d e  t h e n  t h a t  s e e m s  t o  b e  a m u c h  e a s i e r  o p t i o n  t h e n  w e  c a n
c o m m u n i c a t e  like two p e o p l e  w h o  hav e  lived t o g e t h e r  for the past
27 years. We have d i f f e r e n t  c o n c e p t  of wha t  w e  w a n t  to do and
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w h e r e  w e  w a n t  to go but I'm happy w ith t hose a n d  I t h i n k  she is 
b e c o m i n g  so as w e l l  a n d  in a w a y  i t ' s ,  i t ' s  I s u p p o s e  a n d  .. 
r e l a t i o n s h i p .  I'm working, she is t h i n k i n g  a b o u t  going b a c k  to 
w o r k  a g a i n  and d o i n g  her own thing. A n d  she's away on h o l i d a y  
this week. ... t h a t ' s  s o m e t h i n g  w h i c h  she p r o b a b l y  w o u l d n ' t  h ave 
don e  a couple of years ago.
Mmm. I see.
h a s  c h a n g e d  f r o m  t h a t  p o i n t  of v i e w .  ... a n d  p u r s u e  h e r  o w n  
i n t e r e s t s .
Right. Is this s o m e t h i n g  which you e x p l i c i t l y  w o r k e d  out b e t w e e n  
you or has it just as it w e r e  em e r g e d ?
N o  it's sort of evolved, I suppose. Sh e ' s  e n c o u r a g e d  t h a t  the 
s i t u a t i o n s  come up w h e r e  I've said ... Y o u  k n o w  it's s o m e t h i n g  
t h a t  I s u p p o s e  e v o l v e d  ... W e  h a v e  n e v e r ,  e v e r  s a t  d o w n  a n d  
ta l k e d  about our r e l a t i o n s h i p .  My w i f e  is v e r y  u n c o m m u n i c a t i v e .  
A n d  I find that she can ... talk about sexual a s p e c t s  ...
Yes .
A n d  it's very d i f f i c u l t  to get her to t alk abo u t  anything.
Mmm.
t a l k i n g  about it. We d i s c u s s e d  T e r r y  ... and the t h o u g h t  of that 
t e r r i f i e s  h er. T o  e x p o s e  h e r s e l f  a n d  e x p r e s s  h e r s e l f  is 
t e r r i f y i n g  to  h e r .  I ' m  s u r e  s o m e  o f  t h a t  a p p l i e s  t o  o u r  
r e l a t i o n s h i p  too.
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Yes .
T h a t  she ' s  not h a p p y  a b o u t  t a l k i n g  ab o u t  h e r  feelings. They're 
d e e p l y  p e r s o n a l  to her. And so as I said it's a m a t t e r  of the 
r e l a t i o n s h i p  c h a n g i n g  w i t h o u t  tal k i n g  about it.
I see t h a t  ... you w e r e n ' t  very c o m f o r t a b l e  t a l k i n g  about your 
r e l a t i o n s h i p  e i ther before?
i n o ,  I'm still not, but n o w  I make, on o c c a s i o n  a n y w a y  I try to 
m a k e  a c o n s c i o u s  e f f o r t  to b u t  I h a v e  to  s a y  t h a t  o n e  of the 
t hings that c ame up  in t herapy was the fact that I do tend to 
k e e p  t h i n g s  to m y self and that h a s n ' t  changed. Th e r e  have been 
i n s t a n c e s  w h e r e  I hav e  b e e n  on the v e r g e  of t a l k i n g  about it to 
s o m ebody else, but it's I m e n t i o n e d  to s o m e b o d y  that I've been .. 
but I c o u l d n ' t  e x p l a i n  why, I c o u l d n ' t  sort of. I d o n ' t  know, a 
block, a b a r r i e r  that makes it very d i f f i c u l t  to e xpress and talk 
about m y s e l f  ... and that is still very, v e r y  difficult.
Yes, yes. Are t h e r e  a n y  other t h ings that y o u  see diffe r e n t l y . 
You said you had a d i f f e r e n t  v i e w  of your r e l a t i o n s h i p s  and those 
w e r e  the two I remembered. Are the r e  any o t h e r s ?
Y e s .  T h e  m a i n  r e a s o n  t h a t  I c a m e  i n t o  t h e r a p y  w a s  b e c a u s e  I
tended to lose my temper, get v e r y  vi o l e n t .  A n d  indeed some of
the p e o p l e  that I w o r k e d  with an mixed with socially, t h e y  tended
to up s e t  me a n d  get me v e r y  w o u n d  up  and v e r y  an g r y  and I tried
n o t  to l e t  t h a t  h a p p e n  a y  m o r e  a n d  I t h i n k  I ' m  s u c c e e d i n g ,  I
think I'm succee d i n g .  It d o e s n ' t  take into a c c o u n t  the s i t u a t i o n
•
that I c a n  see h a p p e n i n g  w h e r e  it star t s  to b e c o m e  h e a t e d  and
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e m o t i o n a l  then one can I sup p o s e  w i t h d r a w  from it, take two steps 
b a c k  a n d  t h i n k  a b o u t  it a n d  a b o u t  me  in r e l a t i o n  to w h a t ' s  
h a p p e n e d .  Um, a n d  so I t h i n k  m y  a t t i t u d e ' s  c h a n g e d  f r o m  t h a t  
p o i n t  of view. B e f o r e  I w o u l d  j u s t  be involved in it, I w o u l d  
s t a r t  sh o u t i n g  a n d  ...
Mmm. So now you step ba c k ?
I try to. N o t  always s u c c e s s f u l l y ,  I mi g h t  add but t here is a
c o n s c i o u s n e s s  a b o u t  it that w a s n ' t  th e r e  b e f o r e  if y o u  like and 
y o u  c a n  I s u p p o s e  in a w a y  a n a l y s e  w h a t ' s  h a p p e n i n g  in a 
situation, w h a t ' s  h a p p e n i n g  to y o u r s e l f  and as I sai d  try and
c o n t r o l  it w h e r e a s  b e fore there was no c ontrol there at all.
W h e n  you say co n t r o l ,  is it a c o n s c i o u s  e f f o r t  or is it, do  you  
feel it?
No, it  s e e m s  to  me  a n y w a y ,  t h a t  t h e r e ' s  a s o r t  of  i m p e r s o n a l  
a s p e c t  to it that wasn't there b efore. It's d i f f i c u l t  to e x p l a i n  
b u t  there w e r e  s ome sort of r e l a t i o n s h i p s  that I had, I s u p p o s e  
s o c i a l  w o r k i n g  r e l a t i o n s h i p s  that I h a d  w i t h  people w h o  I d i d n ' t  
l i k e ,  w h o  I d o n ' t  l i k e  v e r y  m u c h ,  w h o s e  a t t i t u d e  I f o u n d
o v e r b e a r i n g  a n d  p a t r o n i z i n g  and so on  a n d  that u sed to grate,
u s e d  to make me v e r y  angry. A n d  n o w  I c a n  identify w i t h  it a n d  
s a y  w e l l  O K  t h i s  is t h e  w a y  t h e y  a r e .  Y o u  k n o w ,  t h e y ' r e  n o t  
g o i n g  to c h ange and t h e y ' r e  still g o i n g  to ... but I c a n  b e c a u s e  
I can see what ' s  h a p p e n e d  there a n d  not let it get to me.
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So I suppose in a w a y  it's a r e a l i s a t i o n  in me a b o u t  them, what 
a b o u t  them a f f e c t s  me, y o u  know ... e x p l a i n i n g  this p r o p e r l y  but 
t h e r e  is s o m e t h i n g  a b o u t  c o n s c i o u s n e s s  of what's happening.
Yes. Now .. v e r y  i m p o r t a n t  point about the w a y  y o u ' r e  c o p i n g  with  
the d i f f i c u l t i e s  you had before. C o u l d  you think of other things
you deal with r e l a t i o n s h i p s  and to deal with this ...
Yes, I mean p r e d o m i n a n t l y  they w e r e  to do w i t h  v i o l e n c e  b e c a u s e  
it was a f f e c t i n g  my j o b  and I d o n ' t  do that job any m ore ... I 
c a n ' t  comment on how ... out of the Police Force.
So you made t h a t  a d e f i n i t e  decision. I k n o w  that w a s  s o m e t h i n g
Y e s  I did. S o  n o w  I ' m  in s t r a n g e  t e r r i t o r y  in a w a y .  I ' m  
m e e t i n g  people a n d  h a v i n g  to cope w ith these s i t u a t i o n s  w h i c h  is 
a l i t t l e  b i t  u n s e t t l i n g  at  t i m e s  a n d  I d o n ' t  k n o w  h o w  t h a t ' s  
g o i n g  to go.
W h a t  are you d o i n g ?
Wel l  I'm d o i n g  s e v e r a l  things. M o s t l y  at this g i v e n  m o m e n t  in 
t i m e  I'm t r y i n g  t o  s e l l  d o u b l e  g l a z i n g .  I ' m  t r y i n g  t o  s e l l  
re p l a c e m e n t  w i n d o w s .  T h a t ' s  not w h a t  I w a n t  to do I m i g h t  add 
but one has to ... f i n a n c e s  and s a y  well this m a y  not be w h a t  I 
w a n t  to make a c a r e e r  of but at least it's go i n g  to pay the b ills 
in  t h e  s h o r t  t e r m .  T h e  o t h e r  t h i n g  t h a t  I f a v o u r  is t h e  
insta l l a t i o n  of b u r g l a r  a l arms a n d  s e c u r i t y  and so on  w h i c h  I 
k n o w  a g r e a t  d e a l  a b o u t  a n d  w h a t  I w o u l d  l i k e  t o  g e t  i n t o  is
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p h o t o g r a p h y  w h i c h  is s o m e t h i n g  I d i d  over the years, a lecture 
o nce a week, t a l k e d  about it ...
Mmm. Mmm. .. this o p t i o n  your m i n d  you c o u l d n ' t  before. I kno w 
y o u ' r e  c o n s i d e r i n g  w h e t h e r  you s h o u l d  stay on in the P o lice Fo r c e  
but -
U m , o n l y  in the v e r y  v a g u e s t  sor t  of terms. I had felt b e f o r e  I 
c a m e  to  t h e  t h e r a p y  I r e a l i s e d  t h a t  I ' d  b e e n  30 y e a r s  in t h e  
P o l i c e  Fo r c e  and tha t  som e  time or o ther I was g o i n g  to have to 
m a k e  a b r e a k  . . . w h a t  I d o  w h e n  I go a n d  t h a t  is s t i l l  t h e  
p r o b l e m  now that I've gone. Y o u  know, I'm just e x p l o r i n g  avenues  
r e a l l y .  I h a d n ' t  c o n s c i o u s l y  t h o u g h t  a b o u t ,  n e v e r  e v e r  
c o n s c i o u s l y  t h o u g h t  a b o u t  d o i n g  w h a t  I ' m  d o i n g  n o w  w h i c h  is 
tr y i n g  to sell r e p l a c e m e n t  windows. I mean that, that was -
You were t h i n k i n g  of r e t i r e m e n t ?
I, w ell I've r e a c h e d  30 years s e r v i c e  and 30 y e a r s  is r e t i r e m e n t  
age. I c o u l d  go on and do a n o t h e r  five years a n d  indeed in some 
w a y s  I w a n t e d  to g o  o n  a n d  d o  a n o t h e r  f i v e  y e a r s  b o t h  f r o m  a 
f i n a n c i a l  point of v i e w  and b e c a u s e  I thou g h t  t h a t  if I d i d  that
get e n o u g h t  m o n e y  t o g e t h e r  to say O K  that's life and giv e  it up 
a nd ... work. Um it was b e c o m i n g  i n c r e a s i n g l y  a p p a r e n t  that I 
w a s n ' t  g o i n g  to be a b l e  to do t h a t  in the sta t e  of m i n d  I was in 
at that time. I was r e a l l y  i n v o l v e d  in the s i t u a t i o n  ... and um, 
t h at's a ver y  d a n g e r o u s  s i t u a t i o n  for a Police O f f i c e r  to be in.
Mmm, mmm.
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s o m e t h i n g  and I c a m e  to therapy hoping that I could res o l v e  that. 
M m m .
slight shift of a t t i t u d e  since I've been here.
Y e s .
A n d  I d e c i d e d  it w o u l d  p r o b a b l y  be best ... is to leave and look 
for s o m e t h i n g  else, w h i c h  is wha t  I've been doing.
Y e s .  I t h i n k  ... a n d  t h e  w a y  t h a t  y o u ' r e  s a y i n g  t h a t  n o w  it 
feels a more p o s i t i v e  d e c i s i o n  to leave r a t h e r  than an a d m i s s i o n  
of failure. W o u l d  that be fair?
Um, I ' m  n o t  s u r e  a b o u t  t h e  a d m i s s i o n  of  f a i l u r e  r e a l l y .  It 
c e r t a i n l y  was a p o s i t i v e  d e c i s i o n  a n d  I -
I j u s t  r e m e m b e r  t h e  w a y  y o u  w e r e  w h e n  w e  f i r s t  m e t .  ... to
leave, it's s o m e t h i n g  y o u  have to do.
Yes, I m ean I felt t hat I was g o i n g  to, yes, and p o s s i b l y  ... 
i nv o l v e d  in the a c t u a l  d e c i s i o n  itself. I mea n  the maj o r  f a ctor 
in the d e c i s i o n  was first of all that I fel t  that I s h o u l d  be 
d o i n g  s o m e t h i n g  d i f f e r e n t ,  s o m e t h i n g  m o r e  p o s i t i v e  t h a n  j u s t  
han g i n g  on for the sak e  of ... The other p r o b l e m  was and is I
s upp o s e  that I w a s n ' t  c o n v i n c e d  t hat I had s o l v e d  this v i o l e n c e
p r o b l e m .
M m m .
Um, and I could see no f u ture in the P o lice F o r c e  w i t h  that, w ith
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the p o t e n t i a l  part of my sort of make-up, you know. So w h e n  I 
sort of sat down and t a l k e d  a b o u t  it it seemed l o g i c a l  to leave 
the Police Force. T h a t  would no longer be a p r o b l e m  in tryi n g  to 
m o v e  t o w a r d s  s o m e t h i n g  d i f f e r e n t .  A n d  I s u p p o s e  in a w a y  it 
seemed to be the ... to do. B e f o r e  I suppose I was so sort of 
e m o t i o n a l l y  in v o l v e d  in the P o l i c e  Force and w h a t  I'd b e e n  d oing 
that I was r e l u c t a n t  p erhaps to cut off.
Yes. How did you feel ab o u t  the the r a p y  gen e r a l l y ?
How did I feel abo u t  it? That's, that's difficult. I, in a w a y  
sort of e njoyed it.
M m h m .
Um, it was new to me.
M h m .
It was quite painful but I sus p e c t  in a way sort of c a t h a r t i c  for 
some of the things I'd h a r d l y  e v e r  talked about w e r e  a sort of 
relief to talk about. A n d  so I'm not sure that 'enjoy' is the 
right word.
Mmm.
I c a n ' t  t h i n k  of t h e  r i g h t  w o r d  b u t  I f e l t  it w a s  a p o s i t i v e  
thing .. I'd feel t hat perh a p s  it could have gone on longer. I'm 
not sure that by the e n d  of, w h a t e v e r  it was, t h r e e  m onths, that 
w e ' d  r e s o l v e d  some of the p r o b l e m s  that were st i l l  there, that 
are still there.
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Sure.
But it gave me a new p e r s p e c t i v e  certainly.
How do you feel a b o u t  Mr /&
How do I feel about him?
M m m .
Um, like a f r i e n d  I s u p p o s e  really. Um, yes, yes a friend, I
mean i n i t i a l l y  he was j u s t  ... that I was t a l k i n g  to.
M m m .
Um, but I s u p p o s e  y e s  I m e a n  if I'd met h i m  on the w a y  her e  .. 
y o u  k n o w  ... y o u  I f e l t  t h a t  t h e r e  w a s ,  c e r t a i n l y  o n  m y  p a r t  
anyway, a d e g r e e  of f r i e n d l s h i p  ivolved in the r e l a t i o n s h i p  and I 
suspect that to him I ' m  just a nother patient, one of many, 
but to me there's q u i t e  a g o o d  feeling about it.
M m m .
What h a p p e n e d  in the s e s s i o n s ?
W h a t  h a p p e n e d ?  W e  t a l k e d  a b o u t  me, I c r i e d  a l i t t l e  b i t
sometimes, um and e x p o s e d  some of my, I d o n ' t  know, w e a k n e s s e s  
you might ... strengths, and we talked about me ...
How did you feel?
Um, it v a r i e d  from t i m e  to  time. Somet i m e s  I felt j u s t  as I am 
now, sitting here and c h a t t i n g  and at oth e r  times I felt v e r y  v ery 
sad. Um, never angry, w h i c h  ... surprise, th i n k  that ... b u t  no,
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I feel sad and vulnerable.
M m m .
W e r e  you able to talk or w ere you stopped or d i s t u r b e d  in any way 
or di d  you feel free to talk?
No, no I felt f r e e  to talk. I felt that t h a t ' s  w h y  I w a s  there 
a n d  so yes, I t a l k e d .  S o m e t i m e s  it t o o k  a b i t  o f  d i g g i n g  or 
p r o b i n g  on his p a r t  to get wha t  ... I felt t hat . . m a t t e r  of 
r e l a t i o n s h i p  really, ... but no, I felt it was a p o s i t i v e  thing.
Mmm. Did you e v e r  feel he was u n c o m f o r t a b l e ?
No, I never got that i m p r e s s i o n  anway.
N e v e r  felt tha t  he w a s  v u l n e r a b l e  and you had to k i n d  of w o r r y  
a obut his state of mi n d ?
No.
U m , was the t h e r a p y  w o r k  wha t  you had e x pected?
I had no e x p e c t a t i o n s  really. Um one has a v a g u e  ide a  of, one 
sees films a n d  so on a b o u t  t h e r a p y  and t h e r e  w r e  o c c a s i o n s  w h e n  
it was, I e x p e c t e d  to  b e  a s k e d  q u e s t i o n s ,  f o r  t h e r e  t o  b e  a 
co n stant d i a l o g u e  b a c k  and f o r w a r d  ... in fact v e r y  o f t e n  there 
wasn't. T h e r e  w e r e  sort of s i l e n c e s  and I suspect, a n d  I know 
that the s i l e n c e s  w e r e  as much to e voke r e s p o n s e  fro m  me as a 
q u e s t i o n .
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T h a t  w a s  u n e x p e c t e d  in some ways. I was u n a w a r e  I s uppose of the 
a c t u a l  t e c h n i q u e s  i n v o l v e d  in t h a t  s o r t  of s i t u a t i o n  b u t  no, 
t h e r e  was n o t h i n g  there that s u r p r i s e d  me.
N o t h i n g  that you had not e x p e c t e d ?
No, no.
W e r e  t h e r e  .things that you w i s h  you had b e e n  abl e  to e x p l o r e  but 
c o u l d n 't?
Yes, I s u p p o s e  th e r e  were. Um it s e e m e d  that some of the things 
th a t  w e  t a l k e d  about, we t a l k e d  a b o u t  v a r i o u s  d i f f e r e n t  ... we 
c o v e r e d  in great depth, um sexual habits b e i n g  one -
1 j <
Yes. ,v" ^  -
Um, Yes, but th e r e  w e r e  one or two ... that I w a n t e d  to ... but I 
c a n ' t  t h i n k  of s p e c i f i c  things a b o u t  wha t  the y  w e r e  now. A f t e r  
a w h i l e  the s e s s i o n s  all b l e n d  t o g e t h e r  ... but there were, I 
know I sort of w a l k e d  away from and gave some t h o u g h t  to and felt 
we s h o u l d  have t a l k e d  ab o u t  t h e m  more. B u t  again, there is I 
su p p o s e  ... the time f a ctor involved. ... r e a l l y  the a m o u n t  of 
time n e c e s s a r i l y  ..
Yes. Um, I mean you m e n t i o n  s e x u a l i t y  as o n e  of the issues you 
w i s h  y o u  h a d  b e e n  a b l e  to  e x p l o r e  m o r e .  W e r e  t h e r e  o t h e r  
s p e c i f i c  issues that c a m e  to y our m i n d  that you wis h  ... g r e a t e r  
d e t a i l ?
Yes. Y e s  there are. Or  were. U m , it's a m a t t e r  of my a b i l i t y  
to r e l a t e  to ot h e r  people. It's my social p r o b l e m  that I've had,
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h a v e  o v e r  t h e  y e a r s  t h a t  I f e e l  ... p r e v e n t e d  me  in ... m u c h  
g r e a t e r  depth.
Yes .
Um, It's d i f f i c u l t  to be more s p e f i c i c  about but I have a pro b l e m  
o n  social o c c a s i o n s  ... people ... causes me c o n cern, c a uses my 
w i f e  concern ... it's s o mething I wou l d  r e ally like to e x p l o r e  and 
come up with some a n s w e r s  a b o u t .
Yes, yes.
7
A n y t h i n g  else that ... you wish you had been able to e x p l o r e  more 
fully?
N o t h i n g  t h a t  c o m e s  t o  m i n d  o f f  t h e  t o p  of  my  h e a d .  ... w i l l  
p r o b a b l y  w a l k  a way ... the car for half an hour a n d  t h i n k  Oh, 
d e a r  ...
Was there a n y t h i n g  that annoyed or fru s t r a t e d  you?
No, I don't t h i n k  so. Um, no I c a n ' t  th i n k  of any o c c a s i o n  when 
Do you think you w e r e  u n d e r s t o o d ?
Most of the time, yes. Thre w e r e  one or two o c c a s i o n s  w h e n  I 
f e l t  t h a t  t h e r e  w e r e  a s p e c t s  of me t h a t  w e r e  n o t  t o t a l l y  
u n d e r s t o o d  and ... that one or two instances in the w h o l e  . ..
W hat were they about, do you r e m e m b e r ?
O n e  of them r e l a t e d  to and t o u c h e d  on it s everal times, ... my 
parents and c h i l d h o o d  and so on. Th e r e  are asp e c t s  of tha t  which,
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p e r h a p s  I mi s u n d e r s t o o d ,  um but maybe ... I don't know.
To do with your c h i l d h o o d ?
Yes, um, p a r e n t a l  inf l u e n c e s  a n d  so on. I m e a n  we t a l k e d  a bout 
the fact that my father was away d u r i n g  the War.
Yes. ... I supp o s e  I was ... a female domin a t e d  s i t u a t i o n  .. and 
t h a t  m e a n t  my father c ame home I felt t h r e a t e n e d  and . . . and I 
h a v e  doubts ab o u t  that. I'm not sure w hether that's true. I have 
some r e s e r v a t i o n s  about the way that was e x p l a i n e d  to me.
It was e x p l a i n e d  in terms of ... c o u l d  you tell me p l e a s e  how it 
was explained, what do you d i s a g r e e  with?
Well y o u  see I'm not a l t o g e t h e r  sure that I do d i s a g r e e  with it 
b e c a u s e  it's v e r y  d i f f i u c l t  to d r e d g e  up m e m o r i e s  f rom that far 
b a c k .
Sure, just i m p r e s s i o n i s t i c a l l y .
Yes, but the way that . e x p l a i n e d  it was that the r e  was
1 *
a  sort of feeling of childhood, father comes home from the War and 
child feeling t h r e a t e n e d  a n d  so on - and my base was t a k e n  over 
and h a v i n g  to r e s p o n d  in a c e r t a i n  manner or a c e r t a i n  way and 
that this had a f f e c t e d  me now, y o u  k n o w  that this c o n d i t i o n s  the 
way that I behave, t hink and act and so on now.
Y e s .
And I'm not sure if it's true. I d o n ' t  k n o w  but I'm n o t  sure. 
I' m  u n c o n v i n c e d  i t ' s  t r u e .  Um, b u t  t h e r e  d i d n ' t  s e e m  to  be
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e n o u g h  time to ra i s e  any d o u b t s  or q u e s t i o n s  or to go into that. 
I t a l k e d  and he put up a sort of theory, this may be the r e a s o n
changed, we w e r e  t a l k i n g  about s o m e t h i n g  else. He said, I do n ' t  
t h i n k  that I w o u l d  a gree ... with that, w i t h  that assessment.
M m m .  W a s  t h e r e  s o m e t h i n g  e l s e  w h e r e  y o u  t h o u g h t  y o u  w e r e n ' t  
qu i t e  u n d e r s t o o d ?
T h e r e  w e r e  o t h e r  t h i n g s  t h a t  we  d i d n ' t  g o  i n t o  v e r y  m u c h .  
G e t t i n g  bac k  to s e x u a l i t y  for i n s t a n c e  that t h a t ' s  not so muc h  a 
m a t t e r  of u n d e r s t a n d i n g  b u t  n o t  h a v i n g  e n o u g h  t i m e  m a y b e  to 
e x p l o r e  it and to tal k  abo u t  it and to get into it very deeply.
I m e a n  there are some asp e c t s  of it wh i c h  ...
A r e  y o u  s u g g e s t i n g  p e r h a p s  t h a t  he d i d n ' t  u n d e r s t a n d  h o w  
i m p o r t a n t  that aspect was for you?
P o s s i b l y ,  p o s s i b l y .  B u t  a g a i n  y o u  s e e  g i v e n ,  in a w a y  I c a n
u n d e r s t a n d  b e c a u s e  t h e r e  w ere more, t h e r e  w e r e  more - I s uppose
i t ' s  t o  do, I f e e l  it to d o  w i t h  p r i o r i t i e s  r e a l l y  a n d  t h e  
p r i o r i t i e s  I had w h e n  I w e n t  into t h e r a p y  w e r e  the v i o l e n c e  and 
d e p r e s s i o n  and that you k n o w  and I feel t h a t  the t h e r a p y  um c o p e d  
wit h  that up to a c e r t a i n  point but there are o t h e r  a s p e c t s  of me 
if you like tha t  it n e v e r  got into. But a g a i n  I do a p p r e c i a t e  
that there's a t ime span ... and you can't e x p e c t  w i t h i n  16 weeks 
to encompass the whole of one's p e r s o n a l i t y  probl e m s .
If you w e r e  to start a l l  o v e r  a g a i n  w h a t  w o u l d  the focus be in 
your mind?
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I s u p p o s e  uraf it ... g e t  b a c k  to o u r  r e l a t i o n s h i p  w i t h  o t h e r  
p e o p l e  again, the d i f f i c u l t y  I have in r e l a t i n g  to large g r oups  
of p e o p l e  a n d  ... m y s e l f  i n t o  t h e  d i f f i c u l t y  I h a v e  um, w i t h  
w o m e n  for instance in r e l a t i o n  to being able to c o m m u n i c a t e  and so 
on. I s u p p o s e  in some w a y s  I had a r e p r e s s e d  childhood, that's 
the w a y  it seems to me. I hav e  this p r o b l e m  in b e i n g  abl e  to 
c o m m u n i c a t e  e f f e c t i v e l y  on the personal level.
M m m .
o u t s i d e  it does and you sit me down in a sort of social s i t u a t i o n  
w i t h  an a t t r a c t i v e  w o m a n  I am t o n g u e  tied and at a loss - and 
it's all part of this s e x u a l i t y  t hing I w o u l d  guess b u t  it doe s  
c a u s e  me concern and if y o u  put me now in the c o m p a n y  of 20 total 
s t r a n g e r s  I w o u l d  be lost. I w o u l d n ' t  k n o w  w h o  to t alk to, how 
to c o p e  w i t h  that sort of situation. It's, I do n ' t  k n o w  it's an 
a s p e c t  of me that is n e g a t i v e  and if I w e n t  b a c k  into t h e r a p y  I 
w o u l d  d e s p a r a t e l y  try and find out what it r e a l l y  ...
Yes, mmm.
In v e r y  general t e r m s , h o w  w o u l d  you d e s c r i b e  the ... of y o u r  
life now?
U m ,  w e l l  i t ' s  b e t t e r .  B u t  n o t  n o t i c e a b l y  s o .  I n  m y  
r e l a t i o n s h i p s  w i t h i n  my o w n  f a m i l y  are b e t t e r  but I w o u l d n ' t  say 
that the qual i t y  of my life i m p roved d r a m a t i c a l l y  since therapy.
How do you feel bout the f u t u r e ?
T h a t  a l t e r n a t e s  b e t w e e n  o p t i m i s m  a n d  d e p r e s s i o n .  Um, i t ' s  
d i f f i c u l t  to evaluate, I r e a l l y  can't. I'd like to be a b l e  to
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o p t i m i s t i c a l l y  s a y  t h a t  . . . b u t  a t  t h e  s a m e  t i m e  t h e r e  a r e  
c o n s i d e r a b l e  w o r r i e s  a b o u t  finance, about w h a t  I'm g o i n g  to do 
w i t h  m y s e l f  a n d  so on. A n d  y e s ,  i t ' s  um, t h e r e  is a s o r t  of 
f r e e d o m  if you like w h i c h  I suppose ... d o i n g  what I've done I 
can see a f reedom out th e r e  for me to e x p l o r e  but at the same
time it's full of d a r k n e s s  and w o r r y  ... make enough m o n e y  to pay
my ...
How do you see your o p t i o n s  ope n  to you now?
how I feel now ... but no, I m e a n  at the m o m e n t  and g e n e r a l l y  
s p e a k i n g  I feel t h e r e ' s  an o p p o r t u n i t y  I o u g h t  to be t r y i n g  to
g r a s p  but it's a little bit s l i p p e r y  and I ...
S u r e .
But yes, there a r e  w i t h i n  the sort of f a m i l y  con t e x t  th e r e  are 
sort of things t h a t  h o l d  me back. Things, p o s s i b l y  the things 
t h a t  o n e  w o u l d  r e a l l y  w i s h  to do  b u t  b y  a n d  l a r g e  I ' m  my  o w n  
person ...
Mmm.
It's an o p p o r t u n i t y  ...
Mmm.
Fine that's all. T h a n k  you v ery much.
a p p e a r e d  m u c h  m o r e  r e l a x e d  o n  t h i s  o c c a s i o n  in 
c o m p a r i s o n  wiht the f irst occas i o n ,  w h e n  he was s t r u g g l i n g  wit h  
tears all the time.
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T e l l  me  ab o u t  y o u r  life.
W e l l  I ' v e  h a d  q u i t e  a d i f f i c u l t  l i f e  I s u p p o s e .  U m  t h e  m a j o r  
e v e n t  I t h i n k  in m y  l i f e  w a s  t h a t  u m  w h e n  m y  + h u s b a n d  a n d  I g o t  
m a r r i e d  I got p r e g n a n t  v e r y  q u i c k l y  a n d  I w a s  v e r y  p l e a s e d  a n d  so 
w a s  my  husband. I w a s  2 9 t h e n  and it c ame as a gr e a t  s h o c k  to  us 
w h e n  # s h e  w a s  b o r n  s e v e r e l y  s p a s t i c .  W e  w e n t  t h r o u g h  a v e r y  
t r a u m a t i c  t i m e  a n d  I t h i n k  t h a t  it r e i n f o r c e d  for m e  a l o t  of 
f e e l i n g s  of f a i l u r e  t h a t  I ' d  had all d u r i n g  m y  life. T h i s  w a s  
t h e  s o r t  o f  c u l m i n a t i o n  t h a t  y e t  a g a i n  w e ' d  h a d  a t e r r i b l e  
f a i l u r e  a n d  it t o o k  m e  a l o n g  t i m e  a n d  I ' m  p r o b a b l y  s t i l l  n o t  
over it, to come to t e r m s  w i t h  it.
H o w  old is she?
#She is now 9 y ears old.
Mmm. W h a t  a b o u t  t h e  r e s t  of y o u r  life. I m e a n  t h a t ' s  a l i f e  
event but w h a t  a b o u t  t h e  r e s t  of y o u r  life, o t h e r  e v e n t s ?
Um, um you w a n t  fro m  t h e  v e r y  b e g i n n i n g  or just -
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W h a t e v e r  y o u  w a n t  to  tel l  me.
U m  t h e  t h i n g  t h a t  I t h i n k  h a s  h a d  a v e r y  i m p o r t a n t  i n f l u e n c e  on 
m y  l i f e  is t h e  f a c t  t h a t  *my m o t h e r  u m  is s o m e b o d y  w h o  is v e r y  
c a r e e r  o r i e n t a t e d .  F r o m  a v e r y  s m a l l  age, about 6 w e e k s  old my  
* m o t h e r  w e n t  b a c k  t o  w o r k .  S h e  h a d  a l s o  a l o t  o f  f a m i l y  
c o m m i t m e n t s .  H e r  m o t h e r  w a s  on h e r  o w n  a n d  she w a s  o f t e n  s i c k  
w h e n  I w a s  s m a l l  so m y  * m o t h e r  was w i t h  us very, v e r y  l i t t l e  and 
u m  I r e a l i s e d  (this is n o t  the f i r s t  p s y c h o t h e r a p y  t h a t  I'd had) 
t h a t  t h i s  l e d  p r o b a b l y  to  s o m e  s o r t  of f e e l i n g s  of  g u i l t  t h a t  I 
h a d  a n d  t h a t  t h e r e  w a s  s o m e t h i n g  w r o n g  w i t h  m e  a n d  t h a t  m y  
* m o t h e r  d i d n ' t  w a n t  me or m y  < s i s t e r  either. I've g o t  a < s i s t e r  
a l s o  w h o  is t w o  y e a r s  o l d e r  t h a n  I a m  a n d  s h e  a l s o  h a s  v e r y  
s t r o n g  f e e l i n g s  of um  insecurity, low self-esteem. I t h i n k  t h a t  
a l l  d u r i n g  a l l  o u r  l i v e s  m y  p a r e n t s ,  b o t h  m y  p a r e n t s  f o r  o n e  
r e a s o n  a n d  a n o t h e r ,  b u t  I t h i n k  t h a t  p e r h a p s  o u r  J e w i s h  
b a c k g r o u n d  is i n s t r u m e n t a l  in that, h a v e  w a n t e d  m y  s i s t e r  and I 
t o  be t r e m e n d o u s  a c h i e v e r s  a n d  I a l w a y s  felt, a l t h o u g h  I p r o b a b l y  
s u c c e e d e d  r e a s o n a b l y  well, but w h a t e v e r  I did w a s n ' t  enough, t h a t 
I n e e d e d  t o  d o  b e t t e r  t h a n  I h a d  d o n e  a n d  t h a t  I w a s  a l w a y s  
f a i l i n g  at w h a t  I did, t h a t  I was no g o o d  at anything.
Mmm. W h a t  d i d  y o u  do, w o r k w i s e ?
Er w e l l  w h e n  I w a s  19 I n e v e r  r e a l l y  q u e s t i o n e d  it, I t h i n k ,  m y  
* * f a t h e r  w a s  a s o l i c i t o r  a n d  my  * m o t h e r  w a s  h e l p i n g  h i m  in t h e  
business, m y  < s i s t e r  r e j e c t e d  t h a t  a n d  did an E n g l i s h  d e g r e e  and 
I n e v e r  r e a l l y  q u e s t i o n e d  it. I ' d  w o r k e d ,  w e l l  p l a y e d ,  w i t h  m y
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p a r e n t s  in t h e i r  o f f i c e  from  ^ e r y  smaii0 and I a l w a y s  w a n t e a  cu ao 
l e g a l  w o r k .  I d i d  a l a w  d e g r e e  and I r e a l l y  e n j o y e d  it. U m  I 
d i d n ' t  g e t  into u n i v e r s i t y .  I got into p o l y t e c h n i c  a n d  I  s t a y e d  
at h o m e  for the f i r s t  t w o  years. The first y e a r  I  d i d  v e r y  well. 
T h e  s e c o n d  y e a r  u m  t h e  .... I  s u p p o s e  I  s h o u l d  h a v e  m e n t i o n e d  
t h a t  f r o m  a b o u t  15 o n w a r d s  I 've had an e a t i n g  pro b l e m ,  a s e r i o u s  
e a t i n g  p r o b l e m .  U m  at t h a t  t i m e  I  h a d  a n o r e x i a .  It w a s  n e v e r  
p r o p e r l y  treated. M y  * m o t h e r  a b s o l u t e l y  s h i e d  a w a y  f r o m  a n y  idea 
of s e n d i n g  me for a n y  sor t  of p s y c h i a t r i c  help. She f e l t  t h a t  it 
w a s ,  I t h i n k ,  s o m e  s o r t  of f a i l u r e  on h e r  p a r t  t o  b r i n g  us up  
p r o p e r l y  a n d  s h e  d i d n ' t  w a n t  a n y  s o r t  o f  c r i t i c i s m  s o  s h e  
^  w o u l d n ' t  let m e  go for a n y  t h e r a p y  and I w a s  t o o  y o u n g  to s o r t  of 
i n s i s t  on it or to r e a l i s e  t h e  i m p o r t a n c e .  S h e  t r i e d  t o  s o r t  of 
c u r e  m e  h e r s e l f  and the r e s u l t  w a s  that I jus t  b e c a m e  a d d i c t e d  to 
f o o d  a n d  I ' v e  h a d  t h i s  p r o b l e m  r e a l l y  s i n c e  I w a s  15 of e i t h e r  
o v e r - e a t i n g ,  b i n g e i n g ,  n o t  a c t u a l l y  or a n y t h i n g  l i k e  t h a t  b u t  
o v e r - e a t i n g  at v a r i o u s  p e r i o d s  or d i e t i n g  and I n e v e r  h a v e  g o t  a 
n o r m a l  e a t i n g  p a t t e r n  at all.
Mmm. W e r e  y o u  w o r k i n g  b e f o r e  y o u  had t h e  c h i l d r e n  - y o u ' r e  n o t  
w o r k i n g  now?
U m  I h a v e n ' t  b e e n  w o r k i n g  b u t  I ' m  n o w  g o i n g  to  go b a c k  to work. 
U m  I er did do very, I d i d  g e t  m y  law d e g r e e  and I q u a l i f i e d  as a 
s o l i c i t o r  b u t  I f o u n d  t h a t  w e l l ,  I d i d  m y  a r t i c l e s  w i t h  m y  
p a r e n t s ,  a l t h o u g h  m y  * m o t h e r ,  I m u s t  be h o n e s t ,  a d v i s e d  a g a i n s t  
it, but um I f o u n d  it w a s  too d i f f i c u l t  p e r h a p s  for m e  to r e a l l y  
tr y  v e r y  v e r y  hard, it w a s  v e r y  d i f f i c u l t  to g e t  a r t i c l e s  a n d  so 
t h e  o p p o r t u n i t y  to be a r t i c l e d  to my f a t h e r  was jus t  t o o  e a s y  an
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o p t i o n  for me and I t o o k  t n a i . A n d  yet the e x p e r i e n c e  that: ± naa
w a s  v e r y  limited and I d i d n ' t  have a lot of c o n f i d e n c e  in myself. 
I d i d  g e t  one job u m  as a s o l i c i t o r  but it d i d n ' t  r e a l l y  w o r k  out 
a n d  t h e n  I um  in t h i s  t i m e  h a d  m e t  my  + h u s b a n d  a n d  h e  had, w e ' d  
a c q u i r e d  a b u s i n e s s  a n d  I w e n t  t o  h e l p  h i m  a n d  t h e n  I f e l l  
p r e g n a n t  a n d  t h a t  w a s  t h e  b e g i n n i n g  o f  s o r t  of a v e r y ,  v e r y  
d i f f i c u l t  time for us.
H o w  m a n y  c h i l d r e n  h a v e  y o u  got?
W e ' v e  n o w  g o t  t h r e e  c h i l d r e n  u m  a f t e r  t h e  / e l d e s t  one, t h a t ' s  
^  K a t i e  w h o  was b orn spastic, was a b o u t  a y e a r  old my + h u s b a n d  had 
a n  o p p o r t u n i t y  to r e t u r n  t o  t h e  N e t h e r l a n d s  w h e r e  h e  c o m e s  f r o m  
and we g r a b b e d  it w i t h  open, w e l l  y o u  k n o w  we r e a l l y  w a n t e d  that 
a lot. A n d  on my  p a r t  it w a s  m a k e  a n e w  b e g i n n i n g ,  m a k e  a n e w  
s t a r t ,  be  s u c c e s s f u l  in  life, w h i c h  I f e l t  w e  h a d n ' t  b e e n  up 
u n t i l  t h a t  time, and so we  w e n t  t h e r e  and u n f o r t u n a t e l y  of c o u r s e  
y o u  t a k e  y o u r s e l f  w i t h  y o u  a n d  y o u r  problems. It d o e s n ' t  r e a l l y  
c h a n g e  a n y t h i n g  and d u r i n g  - #my l i ttle girl t h e n  w a s  t a k e n  into 
w h a t  t h e y  h a v e  t h e r e  is a r e h a b i l i t a t i o n  h o s p i t a l  a n d  w e  t h e n  
s a i d  t h a t  we w a n t e d  to t r y  for m o r e  children. A n d  t h e y  s a i d  t h a t  
w e ' d  h a v e  to h a v e  t e s t s  t o  s e e  w h a t  h a d  c a u s e d  h e r  t o  b e  so  
s e v e r e l y  h a n d i c a p p e d .  A n d  t h e n  t h e y  d i d  t e s t s  on  h e r  a n d  it 
r e i n f o r c e d  what we h a d  a l w a y s  believed, a l t h o u g h  in E n g l a n d  t h e r e  
was a s o r t  of co v e r  u p  a b o u t  it, t h a t  it h a d  p robably, w e l l  t h a t  
it was d u e  to t h e  hospital.
It was a birth trauma?
Yes, y e s  it w a s  a b i r t h  direct. jpShe urn, sne w a s  D i u e  w h e n  she 
w a s  born. S h e  w a s  w i t h o u t  o x y g e n  f o r  q u i t e  a f e w  m i n u t e s .  Um  
a n y w a y  so we c o u l d  h a v e  a n o t h e r  child. T h e r e  w a s  a b s o l u t e l y  no 
r e a s o n  w h y  w e  s h o u l d n ' t  h a v e  a n y  o t h e r  c h i l d r e n .  U m  it d i d  
c r e a t e  a lot of p r o b l e m s  for us w h e n  I was p r e g n a n t  t h e  s e c o n d  
t i m e  b e c a u s e  of t h e  w a y  t h a t  the f i r s t  d i s a s t e r  h a d  h a p p e n e d  I 
d i d n ' t  r e a l l y  b e l i e v e  t h a t  t h e  # # s e c o n d  o n e  w a s  g o i n g  t o  be  
n o r m a l  a n d  I w a s  a b s o l u t e l y  t e r r i f i e d  a l l  t h r o u g h  t h e  p r e g n a n c y  
w i t h  w h a t e v e r  I did. If I j u s t  p u t  m y  y o u  k n o w ,  p u t  m y  f o o t  
o u t s i d e  t h e  d o o r  t h a t  I w o u l d  do s o m e t h i n g  a n d  d a m a g e  t h e  baby. 
So it w a s  a very, v e r y  d i f f i c u l t  t i m e  for my husband.
For y o u  it s ounds?
Yes. A f t e r  # # s h e  w a s  b o r n ,  t h e  s e c o n d  c h i l d ,  a l t h o u g h  w e  h a d  
v e r y ,  v e r y  g o o d  h e l p  in H o l l a n d  (she w a s  b o r n  in A m s t e r d a m  in 
fact) the p a e d i a t r i c i a n  c o n v i n c e d  me, he  s aid t h a t  s h e  w a s  q u i t e  
OK, b u t  he s a i d  to  me, w h i c h  w a s  v e r y  u m  c l e v e r  of him, t h a t  I 
w o u l d n ' t  b e l i e v e  it until it came to a c e r t a i n  t i m e  t h a t  s h e  w a s  
q u i t e  n o r m a l  a n d  t h a t  w a s  p a r t l y  b e c a u s e  w i t h  the # f i r s t  o n e  it 
wa s  t o l d  to us in s u c h  a terrible, t e r r i b l e  w a y  t h a t  u m  I, I just  
d i d n ' t  b e l i e v e  w h a t  m y  e y e s  t o l d  m e  b e c a u s e  s h e  s e e m e d  t o  be  
d o i n g  sim i l a r  t h i n g s  to w h a t  the f i r s t  b a b y  h a d  d o n e  b u t  in fac t  
it w a s  q u i t e  n o r m a l .  B u t  t h e y  t o l d  us  in a very, in a t e r r i b l e  
w a y  in En g l a n d ,  t o  s o r t  of t r y  a n d  m a k e  it, to l e s s e n  t h e  blow,  
sort of p r e p a r e  y o u  by t e l l i n g  you s o m e  of sor t  of sounds, w h i c h  
in fact all b a b i e s  d i d  but to sort of s o f t e n  so it w o u l d n ' t  c o m e  
as a t r e m e n d o u s  s h o c k  tha t  she was y o u  k n o w  like, w e l l  as b a d  as 
it c o u l d  be r e a l l y  a n d  t h a t  t h e r e  w a s n ' t  v e r y  m u c h  h o p e  f o r  it.
So t h a t  w a s  v e r y  difficult. A n a  o n e  s e c o n d  one, I t h i n k  she m ust  
h a v e  b e e n  ab o u t  two or t h r e e  b e f o r e  I r e a l l y  t r u l y  b e l i e v e d  that. 
A n d  u m  it w a s  d i f f i c u l t  als o  living in a for e i g n  c o u n t r y  w h e r e  I 
d i d n ' t  s p e a k  the l a n g u a g e  v e r y  well, I c o u l d n ' t  c o m m u n i c a t e  v e r y  
w e l l  a n d  m y  f e e l i n g s  t h a t  I ' d  h a d  a l l  t h r o u g h  m y  l i f e  of  
in s ecurity, of p e o p l e  n o t  li k i n g  me, t h e s e  w e r e  r e a l l y  r e i n f o r c e d  
in H o l l a n d  a lot a n d  I f e l t  v e r y  i s o l a t e d  a n d  er w e  h a d  a l s o  
m o v e d  o u t  of A m s t e r d a m ,  w h e r e  m y  h u s b a n d ' s  f a m i l y  c a m e  from, to 
l i v e  in a s m a l l  v i l l a g e  a n d  that, e v e r y t h i n g ,  t h a t  m a d e  t h i n g s  
very, v e r y  difficult. A n d  I w a s  v e r y  unhappy. And t h e n  it was, 
the n  the h o s p i t a l  w h e r e  the / e l d e s t  l i t t l e  girl was t o l d  us t hat 
they c o u l d n ' t  h elp h e r  a n y m o r e  and we  h a d  to m a k e  a d e c i s i o n  w h a t  
to do w i t h  h e r  and I h a d  b e e n  to v i s i t  h e r  w i t h  my  m o t h e r - i n - = l a w  
an d  I just, I c o u l d n ' t  b e a r  t o  p u t  h e r  i n t o  one of t h e s e  homes, 
it was just so awful and m y  m o t h e r - i n - l a w  felt the s a m e  way. It 
was just horrible. So we  d e c i d e d  we  w o u l d  h a v e  her at h o m e  w i t h  
us. A n d  u m  the n  I r e a l i s e d  t h a t  we w e r e  just m a k i n g  t o o  m u c h  of 
##the s e c o n d  one. She w a s  j ust m a d e  to feel too special, w h e r e a s  
in f a c t  s h e  w a s  j u s t  a n o r m a l  c h i l d  a n d  it w a s  t r e m e n d o u s l y  
h a r m f u l  f o r  h e r  a n d  s h e  w o u l d  n e v e r  l e a d  a n o r m a l  l i f e .  So I 
d i s c u s s e d  it w i t h  my h u s b a n d  a n d  as u s u a l ,  he  u s u a l l y  if I w a n t  
e n o u g h  he w i l l  g i v e  into me if h e  t h i n g s  it w i l l  m a k e  m e  h a ppy, 
so we  a g r e e d  w e ' d  t r y  f o r  a t h i r d  c h i l d  a n d  w e  did. B u t  h a t  
m e a n t  t h a t  we  c o u l d n ' t  k e e p  K a t i e  at  h o m e  w i t h  us. It w a s  j u s t  
too difficult. So we t r i e d  s o m e t h i n g  t h a t  h a d  been s u g g e s t e d  to 
us earlier, w h i c h  was to find f o s t e r  p a r e n t s  for her, p e o p l e  w h o  
w a n t e d  to  l o o k  a f t e r  a h a n d i c a p p e d  c h i l d ,  a n d  w e  f o u n d  s u c h  
peop l e .  W e  h a d  the t h i r d  c h i l d  b u t  in f a c t  t h e  f o s t e r  p a r e n t s  
c o u l d n ' t  l o o k  a f t e r  h e r  s o  t h e n  w e  h a d  t o  a c t u a l l y  m a k e  a
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d e c i s i o n  to  p u t  h e r  i n t o  a h o m e ,  w h i c h  is w h a t  h a p p e n e d .  A n d  
it' s  a v e r y  s m a l l  home, # s h e  is v e r y  h a p p y  t h e r e  so I do f e e l  a 
lot b e t t e r  ab o u t  her.
T h i s  w a s  a l r e a d y  b a c k  in En g l a n d ?
No, # s h e ' s  in a h ome in t h e  N e t h e r l a n d s .
Right.
A n y w a y  after the # # # t h i r d  l i t t l e  gir l  was born + m y  h u s b a n d  and I  
- w e  h a v e  a l w a y s  h a d  o u r  u p s  a n d  d o w n s ,  w e  c o m e  f r o m  v e r y  
d i f f e r e n t  b a c k g r o u n d s  a n d  I  t e n d  to d o u b t  h i s  f e e l i n g s ,  I d o n ' t  
r e a l l y  b e l i e v e  the he, he t r u l y  c a r e s  for me, I think, d e e p  d own  
i n s i d e  myse l f ,  a l t h o u g h  I k n o w  i t ' s  not t r u e  but c o n s c i o u s l y  I  
d o n ' t  f e e l  it. A n d  u m  a n y w a y  w e  h a d  a lot of r o w s ,  a l o t  of 
p r o b l e m s  b e c a u s e  of t h e  s a m e  s o r t  of t h i n g s  t h a t  h a p p e n e d  w i t h  
the s e c o n d  c h i l d  h a p p e n e d  in a s m a l l e r  w a y  w i t h  the t h i r d  child. 
I g o t  v e r y  d e p r e s s e d  as w e l l  a n d  I just, I  c o u l d n ' t  t a k e  t h e  
s h o u t i n g  a n y m o r e  t h a t  w a s  g o i n g  on b e t w e e n  us a n d  I b e g a n  to  
t h i n k  it was v e r y  h a r m f u l  for t h e  / / s e c o n d  child so I  d e c i d e d  to 
l e a v e  my h u s b a n d  w i t h  t h e  t w o  c h i l d r e n .  So w e  c a m e  t o  E n g l a n d  
b u t  t h i n g s  w e r e  very, v e r y  d i f f i c u l t  h e r e  for me. U m  I  h a d  to 
live w i t h  my  parents. W e  d i d n ' t  g e t  on very well. T h e y  m a d e  me 
feel o b v i o u s l y  like a small c h i l d  a g a i n  and I just f e l t  terri b l e . 
A n d  in the end + m y  h u s b a n d  c a m e  o v e r  on a v i s i t  and w e  h a d  a t a l k  
a b o u t  t h i n g s  a n d  we d e c i d e d  t o  h a v e  a n o t h e r  go. A n d  t h e n  in 
'86 ... t h e n  w e  w e r e  r e c o n c i l e d ,  a n d  we w e n t  back. I w e n t  b a c k  
a n d  I t r i e d  v e r y  h a r d  t o  m a k e  a g o  of it t h e r e  b u t  I j u s t
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c o u l d n ' t  a n d  a l w a y s  t h e  i dea w a s  in m y  h e a d  w e ' l l  do b e t t e r  in 
Eng l a n d ,  w e ' l l  be h a p p i e r  in England, I can g e t  a job there. U m  
a n d  so in t h e  e n d  w e  h a d  an  o p p o r t u n i t y  to  g e t  t h i s  f l a t  a n d  m y  
h u s b a n d  a g r e e d  t h a t  w e  s h o u l d  come bac k  to liv e  h e r e  a l t h o u g h  it 
m e a n t  t h a t  we w o u l d  h a v e  to  be apa r t  for a s h o r t  p e r i o d  of time. 
S o  w e  c a m e  o v e r  in t h e  J a n u a r y ,  m y s e l f  a n d  t h e  t w o  c h i l d r e n ,  h e  
s t a y e d  in H o l l a n d  t o  p a y  o f f  o u r  d e b t s  a n d  t h e n  h e  h a s  j u s t  
j o i n e d  us in September. A n d  t h a t ' s  it really.
W h a t ' s  y o u r  r e l a t i o n s h i p  l ike n o w  w i t h  y our h u s b a n d ?
+ W e l l  it's u p  a n d  down. I t ' s  a d i f f i c u l t  r e l a t i o n s h i p  I t h ink. 
W e  do s till hav e  a lot of  arguments. He's a p e r s o n  w h o  d o e s  live 
a lot on his nerves. H e  g e t s  v e r y  er e a s i l y  loses his t e m p e r  u m  
h e ' s  h a d  a l s o  I t h i n k  a v e r y  d i f f i c u l t  c h i l d h o o d  a n d  he d o e s n ' t  
r e a l l y  w a n t  to t a l k  a b o u t  it, h e  d o e s n ' t  w a n t  t o  a n a l y s e  h i s  
f e e l i n g s  t h a t  he had w h e n  h e  was a child. He d o e s n ' t  r e a l l y  w a n t  
to u n d e r s t a n d .  he w a n t s  to just live now. A n d  I ' m  just n o t  like 
that. If s o m e t h i n g  is g o i n g  w r o n g  I wan t  to u n d e r s t a n d  w h y  it's 
g o i n g  wrong, w h a t ' s  led h i m  - if he loses his t e m p e r  I d o n ' t  w a n t  
to t h i n k  t h i s  is j u s t  b e c a u s e  h e ' s  a h o r r i b l e  p e r s o n ,  I w a n t  t o  
t h i n k  w e l l  t h e r e ' s  a r e a s o n  w h y  h e ' s  g o i n g  to s h o u t  a t  m e  o r  
s h o u t  at t h e  c h i l d r e n  o r  s o m e t h i n g ,  t h e r e ' s  s o m e  ... a n d  h e  
a b s o l u t e l y  h a t e s  th a t .  H e  d o e s n ' t  - w e  h a v e  a l o t  a r g u m e n t s  
about his work. he d o e s n ' t  w a n t  to t alk a b o u t  h i s  work. As  far 
as he is concerned, w h e n  h e  l e aves h i s  w o r k  t h a t ' s  it, he d o e s n ' t  
w a n t  to go i n t o  a n y  d e t a i l s .  I ' m  u s e d  to b e i n g  very, v e r y  o p e n  
a b o u t  t h i n g s  and d i s c u s s i n g  t h i n g s  in d e t a i l  a n d  t h a t  - h e  j u s t  
d o e s n ' t  l ike t h a t  at a l l  so t h a t  l e a d s  to  rows. B u t  t h e  b a s i c
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r e l a t i o n s h i p  t h a t  we  h a v e  is t h a t  w e  do c a r e  a b o u t  o n e  an o t h e r ,  
w e  l ove one an o t h e r .  I t h i n k  that h e ' s  a v e r y  g o o d  f a t h e r  to his 
c h i l d r e n .  H e ' s  f i r m  w i t h  t h e m  b u t  h e ' s  not, I m e a n  h e ' s  n o t  
c r u e l  in a n y  w a y  to  them. He r e a l l y  c a r e s  a lot a b o u t  t h e m  a n d  
as far as the e l d e s t  little girl is c o n c e r n e d  he h a s  a l w a y s  been 
v e r y  caring. H e ' s  n e v e r  bee n  unkind, s o m e t i m e s  I t h i n k  h u s b a n d s  
are u n k i n d  to t h e i r  w i v e s  w h e n  they h a v e  h a n d i c a p p e d  c h i l d r e n  and 
b l a m e  t h e m  for it. H e  n e v e r  has e v e r  has d o n e  t h a t  t o  me. A n d  
w e  h a v e  s t u c k  t o g e t h e r  t h r o u g h  all t h e  p r o b l e m s  t h a t  w e ' v e  had. 
I t h i n k  it p u t s  a t e r r i b l e  p r e s s u r e  on  a n y  m a r r i a g e  t o  h a v e  a 
# c h i l d  as s e v e r e l y  h a n d i c a p p e d  as t h a t .  I m e a n  y o u  j u s t  l o s e  
y o u r  faith and e s p e c i a l l y  w h e n  you k n o w  t h a t  it's a b s o l u t e l y  not 
y o u r  fault. T h a t  is a v e r y  d i f f i c u l t  thing.
H o w  is y our sex life?
U m  w e l l  I t h i n k  w h e n  + w e  f i r s t  w e r e  t o g e t h e r  o u r  s e x  l i f e  w a s  
r e a l l y  v e r y  bad. W h e n  w e  first w e r e  m a r r i e d  I t h i n k  t h e r e  was a 
p e r i o d  of tim e  a p a r t  f r o m  w h e n  we  c o n c e i v e d  o u r  l i t t l e  g i r l  w h e n  
we d i d n ' t  sl e e p  t o g e t h e r  at all and I felt v e r y  s h y  a b o u t  things. 
O ver the ye a r s  b e c a u s e  h e ' s  v e r y  u n d e r s t a n d i n g  a n d  he  k n o w s  h o w  I 
feel I still h a v e  s o m e w h a t  of a r e l u c t a n c e ,  onc e  w e  s t a r t  and I 
m a k e  up my m i n d  t h a t  w e ' r e  g o i n g  to d o  it I, I e n j o y  it a l t h o u g h  
um I don ' t  a c t u a l l y  g e t  to an o r g a s m  b u t  I'm g e t t i n g  n o w  u p  to a 
p e r i o d  of t i m e  a n d  h e  k n o w s  h o w  to a r o u s e  m e  t h a t  I ' m  g e t t i n g  
m u c h  m o r e  s a t i s f i e d  a n d  h a p p y .  A n d  I t h i n k  he, h e  g e n e r a l l y  
seems to be s a t i s f i e d .  I just thi n k  t h a t  h e  w o u l d  r a t h e r  h a v e  it 
m u c h  m o r e  frequ e n t l y .  I m e a n  we t e n d  to do it a b o u t  o n c e  a w e e k  
a nd he w o u l d  p r o b a b l y  l i k e  to  do  it s o r t  of, he w o u l d  p r o b a b l y
(t'A K U L .) Appendix j
Transcripts of before and afte r interviews
like to do it every day. A n d  s o m e t i m e s  I feel t h a t  I h a v e  to do 
it. I feel t here's p r e s s u r e  on m e  that I m u s t  do it.
Mmm. W h a t  about y o u r  r e l a t i o n s h i p  w i t h  y our p a r e n t s ?
W e l l  t h a t  is a b o n e  of c o n t e n t i o n  b e t w e e n  m e  a n d  m y  + h u s b a n d .  
T h a t  h e  thinks I'm far too u m  i n f l u e n c e d  by m y  * m o t h e r  s t i l l  and 
h e  d o e s n ' t  like that. T h a t  w h a t e v e r  she s ays t h a t  it g u i d e s  m e  
or t e l l s  me what to do, t h a t  I m a k e  up m y  o p i n i o n s  f r o m  w h a t  she 
say s  a n d  t h a t  he d o e s n ' t  l i k e  t h a t  b e c a u s e  h e  s a y s  t h a t  I m u s t  
m a k e  u p  m y  own o p i n i o n s  and s t a n d  on my  own two feet. A n d  t h a t  I 
w o u l d  r a t h e r  listen to h e r  t h a n  I w o u l d  r a t h e r  l i s t e n  to  w h a t  he 
h a s  t o  say. ... s o r t  o f  p r o b l e m s .  * * M y  f a t h e r  is r a t h e r  a 
n o n e n t i t y  in this respect. He  is a p e r s o n  who sits back. He is 
not a v e r y  um  f o r ceful f i g u r e  and if he h a d  a n y t h i n g  to s a y  a b o u t  
a n y t h i n g  he w o u l d  a l w a y s  do  it t h r o u g h  m y  m o t h e r .  W e  h a v e n ' t ,  
w e ' v e  g o t  a v e r y  d i f f i c u l t  r e l a t i o n s h i p .  I d o n ' t  u n d e r s t a n d  at 
all w h a t  sort of p e r s o n  he  is, w h a t  m a k e s  h i m  tick. W h e n  I w a s  a 
small c h i l d  I don ' t  t h i n k  t h a t  I f elt t hat he t r u l y  l o v e d  me  and  
for h i m  e v e r y t h i n g  is m e a s u r e d  in t e r m s  I t h i n k  of s u c c e s s ,  h o w  
w e l l  y o u ' v e  done. I m e a n  p a r t i c u l a r l y  a c a d e m i c a l l y .  T h a t  w a s  
for h i m  the most i m p o r t a n t  thing. T h a t  was the w a y  he w o u l d  s h o w  
t h a t  h e  c a r e d  a b o u t  us t h a t  h e  w a s  p r o u d  of us b e c a u s e  w e  h a d  
a c h i e v e d  t h i s  or t h a t  b u t  n o t  b e c a u s e  h e  c a r e d  a b o u t  u s  j u s t  
b e c a u s e  of the p e o p l e  t h a t  we were.
But w i t h  y o u r  m o t h e r  - y o u  see a lot of her?
W e l l  w h e n  we w e r e  in H o l l a n d ,  no, o b v i o u s l y .  B u t  now, yes. M y
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h u s b a n d  is, I t hink in his w a y  -ne is trying to l e s s e n  it.
Yes.
U m  I j u s t  s p e a k  to *her m o s t  d a y s  on the p h o n e  a n d  I s e e  he r  - 
wel l  I h a v e n ' t  seen - w h e n  m y  h u s b a n d  wasn't h e r e  t h e n  w e  saw her 
every w e e k e n d  m o r e  or less. N o w  it's much less, I m e a n  I haven't 
seen h e r  for a b out a m o n t h  I think.
But y o u  feel f airly close to her?
Er s o m e t i m e s  I do. S o m e t i m e s  I ge t  v e r y  a n g r y  w i t h  * h e r  and I 
still feel v e r y  r e s entful a bout the past.
W ha t  a b o u t  friends?
I've a l w a y s  f o u n d  it v e r y  d i f f i c u l t  to m a k e  r e l a t i o n s h i p s  w i t h  
people. U m  bu t  I h a v e  g o t  on e  or tw o  v e r y  c l o s e  f r i e n d s .  I've 
got o n e  & f r i e n d  w h o  I'v e  k n o w n  for a b o u t  n e a r l y  20 years, yes. 
We w e r e  o r i g i n a l l y  g i r l f r i e n d  a n d  bo y f r i e n d .  H e ' s  a very, v e r y  
close f r i e n d  of mine. I feel c o m p l e t e l y  at m y  e a s e  w i t h  him. I 
can say a n y t h i n g  to him, he can say an y t h i n g  to me. We are just, 
we are very, very close friends and we have a lot of feelings of 
affection, f r i e n d s h i p  towards one another.
But tell me som e t h i n g  about y o u r  d i f f i c u l t i e s  already. H o w  would  
y o u  say, w h a t  w a s  it t h a t  p r o m p t e d  y o u  t o  s e e k  t h e r a p y ?  W h a t  
d i f f i c u l t i e s  in particular?
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I just g e n e r a l l y  am  not s a t i s f i e d  and t h i n k  t h a t  t h e r e  is still a 
t r e m e n d o u s  r o o m  for me  t o  improve m y s e l f  and I s u p p o s e  a l s o  t h a t  
I've n e v e r  come to t e r m s  w i t h  my  e a t i n g  p r o b l e m  yet. I m u s t  t r y  
and s o r t  it out.
H o w  h a v e  y o u  t r i e d  to c o p e  w i t h  t hese problems, all t h e  p r o b l e m s  
you h a v e  t o l d  me about, u p  till now?
W e l l  t h e  e m o t i o n a l  p r o b l e m s  t h a t  I h a d ,  u m ,  f e e l i n g s  o f  
i n s e c u r i t y  a n d  so o n  e r  as I s a y  t h e y  c a m e  t o  a r e a l  p e a k  at 
a b o u t  er  j ust a f t e r  m y  y o u n g e s t  l i t t l e  g i r l  w a s  b o r n  a n d  I w e n t  
in H o l l a n d  at  t h a t  t i m e  t o  g e t  s o m e  s o r t  of  t h e r a p y  b e c a u s e  I 
d o n ' t  b e l i e v e  in t a k i n g  t a b l e t s  o r  a n y t h i n g  l i k e  t h a t  a n d  I 
t h o u g h t  it w a s  b e t t e r  t o  g e t  s o m e  s o r t  of help. I w a s  g o i n g  to 
see a t h e r a p i s t  a n d  t h e n  e c a m e  to  E n g l a n d .  T h e n  I w a s  v e r y ,  
v e r y  d e p r e s s e d  and I was g e t t i n g  v e r y  i r r i t a b l e  w i t h  t h e  c h i l d r e n  
and the b a b y  c l i n i c  t h e  p a e d i a t r i c i a n  n o t i c e d  it and s h e  t o l d  me  
t h a t  I m u s t  go for s o m e  s o r t  of t h e r a p y  b e c a u s e  it w o u l d  h a v e  a 
v e r y  h a r m f u l  i n f l u e n c e  o n  t h e  c h i l d r e n .  S o  I w e n t  f o r  
p s y c h o t h e r a p y  at t h a t  time, w h i c h  was at a c h i l d  g u i d a n c e  c l i n i c  
in R o e h a m p t o n .  A n d  s h e  w a s  v e r y ,  v e r y  g o o d  a n d  I t h i n k  I d i d  
c o m e  to u n d e r s t a n d  m y  c h i l d h o o d  a l o t  b e t t e r .  B u t  t h e  e a t i n g  
p r o b l e m s  r e m a i n e d  a n d  w h e n  I w e n t  bac k  to H o l l a n d  it j u s t  sor t  of 
r e v e r t e d  and t h e  f e e l i n g s  of c o n f i d e n c e  t h a t  I h a d  t h e y  s o r t  of 
g r a d u a l l y  s e e p e d  a w a y .  W h e n  I w a s  in H o l l a n d  I a g a i n  s o u g h t  
therapy but I d o n ' t  t h i n k  t h a t  it was p s y c h o t h e r a p y .  I t h i n k  it 
was just some sort of g u i d a n c e ,  s o m e t h i n g  like m a r r i a g e  g u i d a n c e  
therapy. I d i d n ' t  find it t e r r i b l y  helpful. It was o n l y  o nce a 
m o n t h  f o r  a b o u t  a n  h o u r  a n d  u m  i t  w a s ,  t h e  a p p r o a c h  w a s
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c o m p l e t e l y  d i f f e r e n t .  In E n g l a n d  w h e n  I u s e d  t o  t a l k  to h e r  
a b o u t  things, t h e r e  w e r e  a lot of t h i n g s  t h a t  I w a n t e d  to get off 
m y  c h e s t  a n d  e a c h  t i m e  I  w o u l d  c o m e  o u t  a n d  I w o u l d  f e e l  t h a t  I  
r e a l l y  l e t  a b u r d e n ,  let a b u r d e n  go. B u t  in H o l l a n d  I  n e v e r  
felt that. We d i s c u s s e d  some of the p roblems. S o m e t i m e s  he g a v e 
m e  a d v i c e  b u t  h e  d i d n ' t  r e a l l y  w a n t  t o  s a y  a n y t h i n g .  T h e i r  
a p p r o a c h  w a s  n o t  at all to ana l y s e  y o u r  childhood, it w a s  just to 
t r y  a n d  c o n f r o n t  y o u r  pro b l e m s  as t h e y  w e r e  now. A n d  t h e n  w h e n  I  
c a m e  b a c k  t o  E n g l a n d  I a g a i n  t h o u g h t  t h a t  I s t i l l  had, I s t i l l  
h a d n ' t  c o m e  t o  t e r m s  w i t h  t h e  p r o b l e m s  a n d  t h a t  i s h o u l d  g o  
f u r t h e r ,  so t h a t ' s  w h y  I  s o u g h t  s o m e  m o r e  h e l p .  A n d  s o  I  w a s  
u n d e r  a l o t  of  p r e s s u r e  w h e n  I  c a m e  b a c k  a n d  I  f o u n d  o n  s o m e  
o c c a s i o n s  t h a t  I  a b s o l u t e l y  er if t h e  p r e s s u r e  w a s  v e r y  g r e a t  on 
m e  t h e n  I  w o u l d  just g e t  ver y  a n g r y  w i t h  m y  c h i l d r e n  a n d  o nce or 
t w i c e  I r e a l l y  hit t h e m  and I felt a b s o l u t e l y  t e r r i b l e  a b o u t  it.
Mmm. W h e n  y o u  t a l k  ab o u t  pressure, w h a t  do y o u  m e a n ?
Um, t o o  m a n y  t h i n g s  t o  do, u m  t h a t  I ' v e  g o t ,  t h a t  I h a d  t h e  
c h i l d r e n  to l o o k  after, t h a t  I w a s  um, d e c i d e d  t h a t  I w a n t e d  to
^  go  b a c k  to work, tha t  I was do i n g  a course, t h a t  I w a n t e d  the ch 
that I fel t  t o r n  b e t w e e n  um  d o i n g  w h a t  I t h o u g h t  w a s  fair for my  
c h i l d r e n  a n d  I w a s n ' t  g o i n g  to  s o r t  of  s h o r t - c h a n g e  t h e m  as I 
felt t h a t  I h a d  been w h e n  I w ent out to w o r k  a n d  a l s o  t h e  d e s i r e  
to not be at h o m e  at all d a y  and g e t  b o r e d  a n d  f r u s t r a t e d  and do 
s o m e t h i n g  w i t h  m y  life and I just f elt sort of t o r n  t h e  t w o  ways. 
So t h a t  w a s  the p r e s s u r e  really.
Mmm. W h e n  y o u  m a d e  the d e c i s i o n  to g o  b a c k  into therapy, w a s  the
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d o c t o r  involved, y o u r  GP?
I w a s ,  n o  I w e n t  t o  s e e  h e r  a n d  I t o l d  h e r  a b o u t  m y  / e l d e s t  
li t t l e  gir l  and I s a i d  t h a t  I still h a d  p r o b l e m s  w i t h  it and she 
s a i d  f i r s t  of a l l  t h a t  I s h o u l d  c o m e  a n d  v i s i t  h e r  a f e w  t i m e s  
a n d  w e  w o u l d  d i s c u s s  it a n d  s h e  w o u l d  d e c i d e  w h a t  w o u l d  b e  
a p p r o p r i a t e  a n d  t h e n  a f t e r  a f e w  t i m e s  s h e  s a i d  I c o u l d  s t i l l  
c o n t i n u e  to v i s i t  h e r  or  I c o u l d  go f o r  p s y c h o t h e r a p y  so I s a i d  
t h a t  I w o u l d  l i k e  t o  go for p s y c h o t h e r a p y  a n d  s h e  t h e n  r e f e r r e d  
m e  to  St. Thomas's.
Mmhm. W h e n  y o u  g o t  to  St. T h o m a s ' s  a n d  y o u  g o t  y o u r  d i a g n o s t i c  
interview, was it w h a t  y o u  e x p e c t e d ?
No  it w a s n ' t  at all w h a t  I expected. It w a s  v e r y  d i f f e r e n t  f r o m  
a n y t h i n g  t h a t  I h a d  c o m e  a c r o s s  b e f o r e .  I f e l t  t h a t  t h e  u m  
consultant, he w a s  m u c h  m o r e  u m  c r i t i c a l  tha n  I h a d  b e e n  u s e d  to 
being. I felt t h a t  -
Y o u  s a w  Dr.
N o  Dr. j'/nT  I saw. U m  I f e l t  u m  I s t a r t e d  c r y i n g  w h i c h  I
h a v e  ne v e r  never, w e l l  I h a v e  d o n e  it b u t  not in t h a t  w a y  b e c a u s e  
I felt so g u i l t y  i n s i d e  m yself. He  m a d e  m e  feel as t h o u g h  he h a d  
sort of r i p p e d  me o p e n  a n d  t h e n  w h e n  I c a m e  out t hen it w a s  q u i t e  
a long tim e  b e fore u m  t h e y  t o l d  m e  t h a t  I was g o i n g  to be a b l e  to 
s t a r t  t h e r a p y  so y o u  w e r e  just sor t  of l eft d a n g l i n g  there.
Do y o u  w i s h  t h a t  y o u  h a d  t a l k e d  a b o u t  o t h e r  t h i n g s  t h a n  y o u  d i d
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on hindsight at the finish of the interview?
Er no I d o n ' t  t h i n k  so, no.
Do y o u  feel y o u  w e r e  u n d e r s t o o d ?
S ome of the t h i n g s  h e  said I t h i n k  w e r e  truthful, o t h e r  t h i n g s  I 
t h i n k  p r o b a b l y  I d i d n ' t  a g r e e  w i t h  w h a t  he said.
N o w  t h a t  y o u  h a v e  g o t  t h i s  far, w h a t  a r e  y o u r  e x p e c t a t i o n s  of 
t h e r a p y ?
U m  I j u s t  h o p e  t h a t  I w i l l  b e  a b l e  t o  h a v e  a b e t t e r  f e e l i n g  
a b o u t  m y s e l f ,  t h a t  I'l l  f e e l  s t r o n g e r  a f t e r  t h e  t h e r a p y ,  t h a t  I 
ca n  cop e  w i t h  t h i n g s  better, t h a t  I d o n ' t  rush off to t h e  n e a r e s t  
s u p e r m a r k e t  and g e t  a p a c k e t  of  b i s c u i t s  or a bar of c h o c o l a t e  or 
something.
A r e  t h e r e  a n y  e x t e r n a l  c i r c u m s t a n c e s  t h a t  y o u  s e e  h e l p i n g  or 
h i n d e r i n g  y our a t t e m p t s  to d e a l  w i t h  y o u r  d i f f i c u l t i e s  b e t t e r  in 
the future?
I'm not q u i t e  s u r e  w h a t  t h a t  q u e s t i o n  means. I t h i n k  o n e  of the 
p r o b l e m s  t h a t  I'll a l w a y s  h a v e  is t h e  fact t h a t  u m  I ' v e  m a d e  the 
d e c i s i o n  to come b a c k  to E n g l a n d .  M y  /little g i r l  r e m a i n s  there 
a n d  t h a t  w i l l  a l w a y s  be  a s o u r c e  of  d e p r e s s i o n .  T h i s  w e e k  in 
fact the y  p h o n e d  us and t o l d  us  t h a t  she had b e e n  v e r y  ill, that 
s he had p n e u m o n i a  and she h a d  s o m e  s o r t  of b e d s o r e s  a n d  h a d  been 
t a k e n  to h o s p i t a l  a n d  I felt very, v e r y  g u i l t y  a n d  v e r y  d e p r e s s e d
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about it b e c a u s e  I c o u l d n ' t  go to see her. I k n e w  t h a t  she w o u l d  
be t e r r i f i e d  on h e r  o w n  a n d  y e t  I h a d  m a d e  t h e  d e c i s i o n  to c o m e  
b a c k  for s e l f i s h  r e a s o n s  a n d  so I did, I t h i n k  t h a t  w i l l  a l w a y s  
be very d i f f i c u l t  for m e  now.
yes. A r e  t h e r e  a n y  e x t e r n a l  c i r c u m s t a n c e s  t h a t  y o u  w o u l d  w a n t  to 
change? Y o u ' d  like t o  live in an ideal situation. I t h i n k  t h a t  
I would like to be in a p o s i t i o n  w h e r e  we n e v e r  h a d  a n y  f i n a n c i a l  
problems, w h e r e  u m  e v e r y t h i n g  was, y o u  k n e w  t h a t  w h a t e v e r  y o u  h a d  
done for y o u r  c h i l d r e n  w a s  rig h t  but o b v i o u s l y  t hat c a n ' t  be so.
Do you feel you w i l l  be a b l e  to do s o m e t h i n g  a b o u t  t h e s e  c h a n g e s  
you would want?
I hope so. I t h i n k  if I ' v e  got a - if I feel s t r o n g e r  in m y s e l f  
and am a b l e  to h o l d  d o w n  a job um  tha t  s h o u l d  h e l p  us to impr o v e  
our s t a n d a r d  of l i v i n g  a n d  t h a t  w i l l  h e l p  t h e  c h i l d r e n  as well.  
T h e  p r i c e  t h a t  h a s  t o  b e  p a i d  for t h a t  is t h a t  u n f o r t u n a t e l y  I 
w o n ' t  be a b l e  to s p e n d  as m u c h  t i m e  as I w o u l d  l i k e  t o  a n d  t h e  
c o n d i t i o n s  in t h i s  c o u n t r y  of c h i l d c a r e  a r e  very, v e r y  p o o r  f o r  
mothers and that d o e s  m a k e  - it's so d i f f i c u l t  to k n o w  w h a t ' s  the 
right t h i n g  to do to l o o k  a f t e r  the m  properly.
Yes. W h a t  opt i o n s  do y o u  see are open to  y o u  r i g h t  now?
I'm not sur e  wha t  y o u  m e a n  ab o u t  t h a t  question.
W ell o p t ions, I m e a n  o b v i o u s l y  y o u  s e e  t h e  o p t i o n  t h a t  y o u  f e e l 
you can go  to w o r k  a n d  y o u  can go into therapy.
(CAROL) Appendix 3
Transcripts of before and after interviews t ,
M m h m .
I m e a n  is t h e  o p t i o n  st i l l  of for i n s tance g o i n g  b a c k  to H o l l a n d  
o n e  or y o u  k n o w  in t e r m s  of w h a t  s o r t  of y o u  k n o w  h o w  m u c h  y o u  
feel y o u  c a n  c o n t r o l  w h a t ' s  g o i n g  on in y o u r  life.
Oh I see.
W o u l d  y o u  change, do y o u  c o n s i d e r  leaving y o u r  h u s b a n d  a g a i n ?  I 
m e a n  what, w h e r e  do you, w h a t  o p t i o n s  do y o u  feel a r e  o p e n  ri g h t  
now? F o r  e m o t i o n a l  a n d  p r a c t i c a l  reasons?
W e l l  t h e  p r a c t i c a l  o p t i o n s ,  I d o n ' t  t h i n k  I ' v e  g o t  a g r e a t  d e a l  
of o p t i o n s  a t  t h e  m o m e n t .  I t ' s  n o t  o p e n  f o r  us  t o  g o  b a c k  to 
H o l l a n d .  I t ' s  n o t  o p e n  t o  m e  n o t  t o  g o  t o  w o r k  b e c a u s e  w e  
d e f i n i t e l y  n e e d  t h e  m o n e y .  I t h i n k  i t ' s  n o t  o p e n  t o  m e  n o w  to 
l e a v e  m y  + h u s b a n d .  I w o u l d n ' t  p u t  m y  c h i l d r e n  t h r o u g h  t h a t  
a g a i n .  A n d  a n y w a y  I w o u l d n ' t  w a n t  to  b e c a u s e  n o  m a t t e r  t h e  
p r o b l e m s  t hat we h a v e  I'd r a t h e r  be w i t h  m y  h u s b a n d  t h a n  I w o u l d  
be away fro m  him. U m  I t h i n k  I h a v e n ' t  got v e r y  m a n y  op t i o n s .  I 
have g o t  an o p t i o n  to  go to t h e r a p y  or not, yes. U m  i t ' s  a l s o  up 
to me to  a g r e a t  e x t e n t  to see w h e t h e r  t h a t  t h e r a p y  w o r k s  or not 
b eca u s e  I'm the p e r s o n  i n v o l v e d  but m o r e  t h a n  tha t  I c a n ' t  - no, 
not m a n y  options.
Ok. Yes t h a t ' s  all.
Pre-Therapy Interview with
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I t h i n k  I m e n t i o n e d  on t h e  t e l e p h o n e ,  I t h i n k  it w o u l d  p r o b a b l y  
be a c t u a l l y  e a s i e r  if y o u  w e r e  a c t u a l l y  s i t t i n g  t h e r e  r a t h e r  t h a n  
er (but of c o u r s e  t h a t ' s  i m p o s s i b l e )  t h a n  h a v i n g  t h i s  m a c h i n e .  
A n d  t h e n  t h e r e ' s  t h e  c o n f i d e n t i a l i t y  o f  it, t h i s  is s u c h  a 
t e r r i b l y  p e r s o n a l  a n d  e r  Dr.. G a v l a n d  d o e s n ' t  t a k e  a n y  n o t e s ,  
it's a l l  in his hea d  and er w h a t  h a p p e n s  to the tap e s  at t h e  e n d  
of t h e  s e s s i o n ?
W h a t  h a p p e n s  to the t a p e s  at t h e  end of t h e  s e s s i o n ?  T h e y  w i l l  
b e  t r a n s c r i b e d .  A l l  n a m e s ,  e v e r y t h i n g ,  w i l l  o b v i o u s l y  b e  
r e m o v e d .  A n d  w h a t  w e  a r e  t r y i n g  to l o o k  at, it i s n ' t  a t  y o u  as 
a n  i n d i v i d u a l  case, we  r e a l l y  l o o k  m o r e  at g i v e n  a p a r t i c u l a r  
p r o b l e m ,  h o w  d o  y o u  k i n d  of d e a l  w i t h  it, y o u  or h o w  d o e s  o n e  
d e a l  w i t h  it, h o w  d o  p e o p l e  b e g i n  t o  t h i n k  of t h e i r  l i f e  w h e n  
t h e y  a r e  in t h e r a p y  in s ome ways. Y o u  k n o w  it's just to  e x a m i n e  
t h a t  pr o c e s s .
M m m .  B u t  if y o u  a r e  a l r e a d y  a p s y c h o a n a l y s t  a n d  y o u  h a v e  
p r e s u m a b l y  d o n e  y o u r  s t u d y  into it, w h y  is it n e c e s s a r y  t h e n  t o  
do t h i s ?
W e l l  I g u e s s  b e c a u s e  in b r i e f  p s y c h o t h e r a p y  w e  c a n  c a p t u r e  s o m e  
of t h e  t h i n g s  t h a t  and t h e n  w e  c a n  k i n d  of c a r r y  on d e v e l o p i n g  
t h e  t e c h n i q u e s  m u s t  be as it w e r e  c a t c h  t h e  e s s e n c e  of it. W e  
k n o w  t h i n g s  h a p p e n  but we are not a l w a y s  q u i t e  sure why.
M m m  or how.
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So in a w a y  i t's an  a t t e m p t  to try and c a p t u r e  s o m e t h i n g .
In o t h e r  w o r d s  to g o  a l i ttle bit b e y o n d  - 
M m m  t h a t ' s  right.
Y o u r  studying, y o u r  p s y c h o t h e r a p y .
M m m  t h a t ' s  right. B u t  y o u  a r e  o b v i o u s l y  f r e e  n o t  to be  p a r t  of 
it it's you know, y o u  d o n ' t  h a v e  to.
I'm split, y o u  k n o w  I'm n o t  q u i t e  sure h o w  to -
W e l l  I'll tell y o u  what, if I go t h r o u g h  t h e s e  q u e s t i o n s  and t hen  
y o u  c a n  c h o o s e  o b v i o u s l y  - I m e a n  u n f o r t u n a t e l y  if y o u  d o  w a n t  to 
be p a r t  of it I w o u l d  n e e d  to h a v e  you k n o w  y o u r  s e s s i o n s  taped.
Yes of course.
W o u l d  need to h a v e  t h a t  sor t  of a c c u r a t e  r e c o r d  of w h a t  g o e s  on.
F i r s t  of all I w o u l d  like y o u  to tell me a b o u t  y o u r  life.
Well, I mean t his is - I f i n d  t h a t  r a t h e r  d i f f i c u l t  as I ' m  d o i n g
Y e s .
that w i t h and w h y  is it n e c e s s a r y  for m e  to go into
de t a i l  on that.
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W e l l  I g u e s s  b e c a u s e  b a s i c a l l y  if y o u  t e l l  me s o m e t h i n g  t o d a y  and
t h e n  I c o m e  b a c k  w h e n  y o u  h a v e  f i n i s h e d  y o u r  t h e r a p y  so w e  can
se e  if y o u  l ook at it d i f f e r e n t l y .
W e l l  w e ' d  be h e r e  for t h e  n e x t  y o u  k n o w  h a l f  an h o u r  or h o u r  or
so.
S a y  something.
W o u l d  you r e p e a t  the q u estion.
T e l l  me a b o u t  y o u r  life.
U m  I am g o i n g  t h r o u g h  it. full stop.
W h a t  does t hat m ean?
I'm just g e t t i n g  on w i t h  it as b e s t  as I c a n  at the moment. I'm 
n o t  p a r t i c u l a r l y  h a p p y  u m  I'm n o t  p a r t i c u l a r l y  f u l f i l l e d  u m  b u t  
I'm, I t h i n k  I ' m  at l a s t  b e g i n n i n g  t o  l e a r n  a n d  u n d e r s t a n d  a 
little more a b o u t  how to deal w i t h  life, h o w  to d e a l  w i t h  l i v i n g  
a n d  how to d e a l  w i t h  y o u r s e l f  r e a l l y .  A n d  n o t  r e l y i n g  on o t h e r  
p e o p l e  to do it for you.
M m m .
I think. It's a ver y  d i f f i c u l t  q u e s t i o n  (laughing).
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What about your working life? What do you do?
I ' m  a m u s i c i a n .  A  f r e e - l a n c e  c e l l i s t .  U m  i t ' s  v e r y  u m  
p r e c a r i o u s ,  I ' m  n e v e r  q u i t e  s u r e  w h e n  w o r k  is c o m i n g  in. It 
n e v e r  r a i n s  b u t  p o u r s  is a m a r v e l l o u s  c l i c h e  - y o u ' r e  w o r r y i n g  
t h a t  n o t h i n g  is c o m i n g  in a n d  s u d d e n l y  l o t s  of t h i n g s  c o m e  in. 
So it h a s  a b i g  e f f e c t  on  one's g e n e r a l  w e l l b e i n g ,  s o m e t i m e s  it's 
g o i n g  w e l l  a n d  s o m e t i m e s  it's g o i n g  badly. Up  a n d  down, up a n d  
d o w n  a n d  I t h i n k  t h a t  r e f l e c t s  on the way y o u  dea l  w i t h  the r e s t  
of y o u r  life.
Mmm. W h a t  a b o u t  y o u r  s o c i a l  life?
U m  I ' m  a l i t t l e  b i t  of a loner, I d o n ' t  h a v e  a g r e a t  s o c i a l  life, 
not r eally.
Mmm.
I t e n d  t o  h a v e  t o  w o r k  in t h e  e v e n i n g s  s o  w h e n  e v e r y b o d y ' s  
w o r k i n g  I'm at h o m e  and w h e n  I'm w o r k i n g  p e o p l e  are at home. So 
it is r a t h e r  d i f f i c u l t .
W h a t  a b o u t  r e l a t i o n s h i p s  in terms of kind of c l o s e r  r e l a t i o n s h i p s  
or i n t i m a t e  r e l a t i o n s h i p s ?
(Laughs) U m  d i f f i c u l t .
Wel l  if to s a y  it's d i f f i c u l t  in t e r m s  of i n t i m a t e  r e l a t i o n s h i p s  
I w o u l d  l i k e  t o  k n o w  a l i t t l e  b i t  m o r e  a b o u t  y o u r  r e l a t i o n s h i p s
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in general, a b o u t  he n a t u r e  of them, all ty p e s  of r e l a t i o n s h i p s .  
Do y o u  hav e  a f a m i l y  a ... or any -
Y e s  I h a v e  a family. I ' m  a l i t t l e  b i t  c o n f u s e d  as t o  w h a t  t h i s  
is, w h a t ' s  g o i n g  on h e r e  b e c a u s e  I'm on a c o u r s e  of p s y c h o t h e r a p y  
w i t h  Dr. „ and I'm s u d d e n l y  t h r o w n  into a s i t u a t i o n  w h e r e
I ' m  s t a r t i n g  to h a v e  to a n s w e r  g u e s tions, d e t a i l e d  q u e s t i o n s ,  b u t  
I d o n ' t  u n d e r s t a n d  to w h a t  end.
W e l l  l i k e  I w a s  s a y i n g ,  it m e r e l y  - I w i l l  a s k  y o u  t h e  s a m e  
q u e s t i o n s  at the end of it and t h a t  wil l  g i v e  us s ome i d e a  a b o u t
w h e t h e r  y o u  a c t u a l l y  l o o k  at  l i f e  d i f f e r e n t l y .  I m e a n  o f t e n
p e o p l e  b e f o r e  t h e y  go  i n t o  t h e r a p y  t h e y  s a y  "Oh e v e r y t h i n g  is 
m i s e r a b l e ,  m y  m a r r i a g e  is r o t t e n ,  m y  l i f e  is a w f u l  a n d  t h e n  
a f t e r w a r d s  w h e n  y o u  a s k  e x a c t l y  t h e  s a m e  q u e s t i o n  t h e y  c o m e  u p  
w i t h  a c o m p l e t e l y  d i f f e r e n t  w a y  of l o o k i n g  at things. A n d  s a y i n g  
" W e l l ,  I d i d n ' t  r e a l i s e  it t h e n  b u t  t h i s  is a c t u a l l y  w h a t  is 
g o i n g  on. And a c t u a l l y  l o o k i n g  at it like this I r e a l i s e d  I h a d  
all t h e s e  o p t i o n s " .  So t h i n g s ,  t h e  w a y  y o u  t h i n k  a b o u t  t h i n g s  
c h a n g e  and t h i s  is o n l y  to g e t  us a k i n d  of b a s e  l i n e  r e c o r d  of
t h e  w a y  you look at life and so on at the moment.
W e l l  as far as the t h e r a p y  is c o n c e r n e d  I am t h o r o u g h l y  e n j o y i n g  
i t .
Mmm.
I f i n d  it v e r y  s t i m u l a t i n g .  I ' v e  h a d  t h r e e  s e s s i o n s  n o w ,  t h r e e  
f o r m a l  sessions um  and I a m  e n j o y i n g  it v e r y  much. I t h i n k  it' s
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a g r e a t  o p p o r t u n i t y  to t a l k  to s o m e o n e  w h o  is u n i n v o l v e d  in m y  
life. he's g o t  my t r u s t  n o w  and t h i s  is w h e r e  t h e  t h r e a t  of the 
t a p e  m a c h i n e  h a s  s l i g h t l y  i n t e r r u p t e d  t h e  f l o w  b u t  I t h i n k  I 
p r o b a b l y  w o u l d  g e t  u s e d  to that. B u t  I ' v e  g o n e  a w a y  f r o m  w h a t  
y o u  a s k e d  m e . ..
N o  I w a s  just s a y i n g  c o u l d  y o u  t e l l  m e  ab o u t  y o u r  r e l a t i o n s h i p s .
U m  I sai d  t h e y  w e r e  d i f f i c u l t  a n d  er - um (long pause) No.
O K  u m  c o u l d  y o u  t e l l  me a b o u t  t h e  d i f f i c u l t i e s  t h a t  b r o u g h t  y o u  
i n t o  th e r a p y ?
Er I d i d n ' t  h a v e  any d i f f i c u l t i e s  in g o i n g  into t h e rapy. S o m e o n e  
N o  b u t  there m u s t  h a v e  b e e n  r e a s o n s  for -
T h e r e  w a s  a r e a s o n .  I w a s  v e r y  e m o t i o n a l l y  u p s e t  a l m o s t  a y e a r  
a g o  n o w  u m  a n d  s o m e o n e  s u g g e s t e d  t h a t  I s h o u l d  s e e k  a 
p s y c h o a n a l y s t  o r  s e e  a p s y c h o a n a l y s t  or p s y c h o t h e r a p i s t .  U m  I 
l a u g h e d  - u t t e r l y  a b s u r d  - no  I c a n  s o r t  m y  p r o b l e m s  o u t  m y s e l f  
b u t  I e n d e d  up g o i n g  to  m y  d o c t o r  b e c a u s e  I w a s  so u p s e t .  I 
s u g g e s t e d  that I w o u l d  like to s e e  a p s y c h o t h e r a p i s t  a n d  she put 
t h e  w h e e l s  in m o t i o n .  B u t  I h a d  to t e l l  h e r  w h y  f i r s t  of all, 
s h e  d i d n ' t  j u s t  i m m e d i a t e l y  s e n d  me. Um  s h e  w a n t e d  to k n o w  t h e 
d e t a i l s  b e c a u s e  s h e  w o u l d  h a v e  t o  w r i t e  a r e p o r t ,  w h i c h  s h e  
o b v i o u s l y  did, to the C a s s e l l  H o s p i t a l  and t h e n  I w e n t  last June,
I s a w  a d o c t o r  t h e r e  and t h e n  I w a i t e d  for m a y b e  5 m o n t h s  b e f o r e
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I w e n t  b a c k  to  s e e  Dr. G  P W h i c h  w a s  v e r y  g o o d  a c t u a l l y
b e c a u s e  it g a v e  a p e r i o d  of t i m e  to  c o m e  b a c k  t o  e a r t h  a l i t t l e
b i t  a n d  to  be a l i t t l e  b i t  m o r e  b a l a n c e d  a n d  I t h i n k  I s e e  t h e
b e n e f i t  n o w  of t h e  p s y c h o t h e r a p y  at t h i s  s t a g e  r a t h e r  t h a n  if I
h a d  s t a r t e d  i m m e d i a t e l y  in t h e  s u m m e r  t i m e  I t h i n k  I w o u l d  h a v e
been, I d o n ' t  t h i n k  it w o u l d  h a v e  v e r y  b e n e f i c i a l  at all, w h e r e a s
n o w  as I s a y  I ' m  r e l a t i v e l y  s t a b l e  e m o t i o n a l l y  a n d  I c a n  s e e
(cliche) I c a n  s e e  t h e  w o o d  f o r  t h e  trees, I c a n  be r e s p o n s i v e
and r e c e p t i v e  to a n y t h i n g  t h a t  g o e s  on it in c o n v e r s a t i o n .
B e f o r e  y o u  s o u g h t  t h e r a p y ,  h o w  d i d  y o u  t r y  to  d e a l  w i t h  t h e s e  
d i f f i c u l t i e s ?
B l a c k  and white.
W h a t  does t h a t  m e a n ?
W e l l  it's e i t h e r  o n e  t h i n g  or t h e  o t her. Y o u  e i t h e r  do t h i s  or
that, t h e r e ' s  no s o r t  of midd l e .  But I d i d n ' t  w a n t  to do that, I
w a n t e d  to p u r s u e  w h a t  I w a s  d o i n g  a n d  er I d i d  a n d  er I d o n ' t  
r e g r e t  it at all. It c a u s e d  an a w f u l  lot of u p s e t  but I'm g lad I 
did. And link t h a t  up w i t h  p s y c h o t h e r a p y ,  w h y  I did it, I t h i n k
i t ' s  v e r y  b e n e f i c i a l  a n d  I t h i n k  t h a t ' s  w h y  I ' m  e n j o y i n g  t h e
se s s i o n s  so much.
W h e n  you f i r s t  w e n t  to  y o u r  D o c t o r  to s e e k  p s y c h o t h e r a p y ,  w h a t  
w a s  h e r  o r  h i s  a t t i t u d e  t o  y o u r  r e q u e s t i n g  s o m e t h i n g  l i k e  
p s y c h o t h e r a p y ?
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S h e  w a s  um, I d o n ' t  t h i n k  she w a s  p a r t i c u l a r l y  s u r p r i s e d .  A s  I 
s a i d  e a r l i e r  on  she w a n t e d  to k n o w  why um I t h o u g h t  p s y c h o t h e r a p y  
w o u l d  b e  a b l e  to h e l p  a n d  c o n s e q u e n t l y  she a s k e d  m e  t o  e x p l a i n  
t h e  s i t u a t i o n  a n d  I t o l d  h e r  a n d  s h e  r e a d i l y  w r o t e  a r e p o r t  a n d  
s e n t  it o f f  to  t h e  Cassell.
If y o u  t h i n k  b a c k  on  w h e n  y o u  f i r s t  t i m e  y o u  saw, w h o m  d i d  y o u  
s e e  at t h e  C a s s e l l  in June?
U m  Dr. £
Dr. g . . If you t h i n k  b a c k  on tha t  interview, you r e m e m b e r  it
at all, w a s  it w h a t  you had e x p e c t e d ?
W e l l  I h a d  t w o  i n t e r v i e w s  w i t h  her. I d i d n ' t  e x p e c t  a n y t h i n g
r e a l l y ,  I d i d n ' t  e x p e c t  a m a g i c  f ormula and I d i d n ' t  k n o w  w h a t  to
ex p e c t .  I jus t  went. I m e a n  it w a s  not c l u t c h i n g  at s t r a w s  b u t  
it w a s  u m  I f e l t  t h a t  I d i d  n e e d  s o m e o n e  t o t a l l y  i n d e p e n d e n t .  
N o t  a f riend, n o t  a doc t o r ,  or I w a n t e d  s o m e b o d y  w h o  w a s  so u m  
d i v o r c e d  f r o m  a l l  of m y  l i f e  a n d  of c o u r s e  s o m e o n e  w h o  w a s  a 
s p e c i a l i s t  in p s y c h o a n a l y s i s  o t h e r w i s e  I w o u l d n ' t  h a v e  gon e .  I 
m e a n  I c o u l d  h a v e  r e l i e d  u p o n  d r u g s  to g e t  me t h r o u g h  t h e  b a d  
t i m e  b u t  I didn't. My d o c t o r  p r e s c r i b e d  t r a n q u i l i s e r s  and a n t i ­
d e p r e s s a n t s  but I d i d n ' t  w a n t  them. I d i d n ' t  t ake t h e m  b e c a u s e  I 
t h o u g h t  t h a t  was r u n n i n g  a w a y  f rom and m a s k i n g  the p r o b l e m s .
W h e n  y o u  w e n t  f o r  t h e s e  t w o  i n t e r v i e w s ,  d i d  y o u  feel r e l a t i v e l y  
a b l e  to or f r e e  to tal k  a b o u t  e v e r y t h i n g  you w a n t e d ?
after interviews
Yes .
A n d  t h e  same w i t h  Dr. <5. g r ?
Yes, yes.
W e r e  t h e r e  t h i n g s  tha t  y o u  w i s h e d  y o u  had b e e n  a b l e  t o  b r i n g  i nto 
the i n t e r v i e w  but c o u l d n ' t ?
No.
Do y o u  feel you w e r e  u n d e r s t o o d ?
Y e s .
N o w  y o u ' v e  got this far, w h a t  a r e  y o u r  e x p e c t a t i o n s  of t h e r a p y ?
I d o n ' t  h a v e  um  e x p e c t a t i o n s  t h a t  m y  t h e r a p i s t  w i l l  p r o d u c e  a 
m a g i c  fo r m u l a .  I am t h e  o n l y  p e r s o n  w h o  c a n  m a k e  m y s e l f  h a p p y .  
I r e a l i s e  that. My h o p e s  in p s y c h o t h e r a p y  a r e  t h a t  t h e  t h e r a p i s t  
w i l l  be a b l e  to s i f t  t h r o u g h  a l o t  of j u m b l e d  u p  w i r e s ,  p e r h a p s  
s o r t  t h e m  out a l i t t l e  b i t  a n d  p r e s e n t  t h e m  t o  m e  a n d  s a y  w e l l  
look, this is w h a t  I p e r c e i v e  as y o u r  p r o b l e m s ,  if t h e r e  a r e  a n y  
p r o b l e m s .
A r e  t h e r e  a n y  ex t e r n a l  c i r c u m s t a n c e s  in y o u r  l i f e  at p r e s e n t  t h a t  
a r e  h e l p i n g  o r  h i n d e r i n g  y o u r  a t t e m p t s  t o  d e a l  w i t h  y o u r  
d i f f i c u l t i e s  b e t t e r  in t h e  f u t u r e ?
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No n o t  really.
A r e  t h e r e  a n y  e x t e r n a l  c i r c u m s t a n c e s  you w o u l d  w a n t  to c h a n g e  in 
y o u r  life?
Urn n o  b e c a u s e  I d o n ' t  t h i n k  t h a t  t h a t ' s  n e c e s s a r i l y  t h e  answer. 
I t h i n k  the a n s w e r  is n o w  w h e t h e r  y o u  live in a d i f f e r e n t  place, 
w h e t h e r  y o u  h a v e  m o r e  m o n e y ,  w h e t h e r  y o u  h a v e  t h i s  o r  that, I 
t h o s e  are, I b e g i n  to s e e  that t h o s e  are i r r e l e v a n t  and tha t  the 
f a m o u s  c l i c h e  t h a t  the g r a s s  is a l w a y s  g r e e n e r  is so true.
But g e n e r a l l y  do y o u  t h i n k  that t h e r e  are o p t i o n s  o p e n  t o  you in 
y o u r  life at the m o m e n t ?
W e l l  of c o u r s e .  T h e r e  a r e  o p t i o n s  b u t  w h e t h e r  I h a v e  g o t  t h e  
c o u r a g e  or the s e n s e  t o  d o  th o s e  t h i n g s  is a d i f f e r e n t  thing. I 
m e a n  on e ' s  a l w a y s  g o t  op t i o n s .
Sur e  but that's the w h o l e  point. T h a t ' s  the p o i n t  I'm t r y i n g  to 
get to. Are t h e r e  o p t i o n s  you w o u l d  feel y o u  h a v e  the c o u r a g e  to 
t a k e  at the m o m e n t ?
No (l a u g h s ) .
OK.
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INTERVIEW SCHEDULE FOR INTERVIEW TO BE CONDUCTED BEFORE THERAPY COItMENCES
Interview to be initiated by silence after saying hello to allow the 
patient space to bring in anything he/she might want to at this point in 
time.In addition the following areas are to be explored as follows:
1.Tell me about your life?
2. From material arising from the above further questions relating to the 
Self.If not voluntered prompt about working life .social and married life 
if applicable.
3 .Tell me about, your relationships. (This area to be explored in some deapth 
to include as many relationships as possible, primary relationships as well 
as more peripheral ones and if nothing is voluntered about sex,the topic 
will be introduced to test out how the subject will respond.)
4.Tell me about your difficulties? How have you tried coped with them up 
till now?(Paying particular attention to absences.gaps,avoidance and what 
kind of language and expessions are used).
5 .Explore how decision to come into therapy was reached.Vas. the doctor 
involved, how was s/he treated by referrer,what was the doctors attitude 
etc.
6 . Vas the diagnostic interview what you expected?
7. Do you wish you had talked about other things?
8 .Do you feel you were understood?
9. Now that you have got this far what are your expectations of therapy?
10 Are there any external circumstances that you see as helping or 
hindering your attempts to deal with your difficulties better in the. 
future?
11. Are there external circumstances that you would want to change?If so do 
you feel you will be able to do something about these.
(Or other relevant question aimed at exploring if the patient feels that he 
has options available to him,that is how widely he/she is exploring at this 
point in time):
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APPEKDIX 2
IFTERVIEV SCHEDULE FOE IFTEEVTEV TO EE CONDUCTED AFTER ENDING OF TEEEAFY
The interview is aiming to establish hov the patient sees his situation 
now as opposed to prior to getting into therapy. And attempting to 
explore his/her new old coping mechanisms.
The interview will be initiated by hello followed by silence to allow 
the patient-to tabs the initiative if he/she so desires.
The following areas will be explores in the fallowing fashion if they do 
not arise without prompting.
1.Do you feel that your way of looking at your life has changed as a 
result of therapy? If so how? (It may be useful to remind the patient of 
what he said in the first interview' and ask if his/hers views have 
changed. For instance, This is what you said in our first interview, how 
do you see it now).
2. Further questions relating to the self rising out of the answers to 
the abo^e question. Also included will be questions about work, leisure 
and social life.
S.Ecw dc you now sei your relationships? This question vill be related 
to the material collected at the beginning of therapy, the significant. 
Others mentioned at the first interview will be discussed, sexuality 
will be discussed if the subject does not bring it up himself (this fact 
in itself will be noted).
4.How are you row coping with your difficulties? (Further questions in 
this area will be asked if either the process or content of the answers 
suggests gaps.)
5.Howr did you feel about you therapy/therapist. Vhat happened in the 
sessions? In general how did you feel during the session(s)? Vere you 
able to talk or were you stopped etc. Did you ever feel that your 
therapist- was uncomfortable or that you had to take care of him/her at 
any time during your therapy? If you did have these feelings what did 
you do with them? In general, hov/ did you feel during the session (s)?
The idea is to explore both the experience of having been in therapy and 
the relationship with the therapist (the transference).
6 . Vas your therapy what you had expected. In what ways? Vere there 
developments/patterns that you had not expected.
7. Vere there things you wish 3.-00 had been able to explore but 
couldn't.Vas there anything that annoyed or frustrated you? (Attempt to 
explore discontinued expectations).
4
8 . Do you feel you were understood.?
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n very general terms how would you now describe the quality of your 
e now?
iO.Eow do you feel about the future?
